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PERSONAL STUDY PROGRAMME PROPOSAL:
Psych D in Clinical Psychology: Conversion Programme.
M rZN gah 
4-10-94
1. Overall Aims and Objectives:
Prime aim o f programme:
To attain greater professional competence through career and professional development in order 
to enhance the contribution of clinical psychology to health care.
Prime objective o f programme:
To produce a portfolio of study, practice and research that will demonstrate increased competence 
in each of these three areas.
Primary process o f programme:
A personal study programme tailored by audit to professional needs and demands as agreed in 
the original proposal for Psych D conversion programme (GEP/19.4.94).
Name:
Date of Registration:
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2. Professional Audit:
Prime aims o f audit:
1. To clarify academic, clinical and research aims.
2. To develop academic, clinical and research objectives.
3. To consider the process of achieving objectives.
Prime objective o f audit:
To produce an acceptable Personal Study Plan proposal.
Prime process o f audit:
To consider academic, clinical and research domains in turn in relation to the questions set out 
below in sections three, four and five.
3. Academic Audit:
Prime aims:
1. To enhance academic competence in two specialist areas of Clinical Psychology so as to 
develop the services offered by the Department of Clinical Psychology, Haringey Healthcare NHS 
Trust (hereafter referred to as the department).
2. To increase knowledge in areas where current knowledge is lacking or in need of updating. 
Prime objectives:
1 To complete two critical academic reviews in the specialist areas of Brief and Intercultural
Therapies.
2. To attend continuing professional development training workshops as arranged by the Clinical 
Psychology training and consultation division of the department and by the University of Surrey 
as appropriate.
Rationale:
The Psychology Department is located in an inner city area with a diverse multiethnic population 
(Enfield and Haringey Annual Health Report 1994/95). Two important issues for the department 
are that of increased number of referrals with a consequent longer waiting time for cases to be 
seen and that of understanding the psychological needs of a diverse multiethnic population with 
a view to providing appropriate mental health care.
Reducing waiting times through the use of appropriate brief therapeutic techniques and the 
importance of exploring cultural issues relevant to work with multiethnic groups are further 
emphasised for the National Health Service (Health of the Nation 1994).
The importance of the above issues are also expressed by Clinical Psychologists. For example 
there has been a growing interest in briefer methods of interventions encompassing both 
groupwork and individual therapies (Startup 1994). Recognition of the diverse multi-cultural 
nature of British society is also expressed by the British Psychological Society (BPS 1988).
I have been involved in co-ordinating clinical seminars in brief and intercultural therapies in the 
department. The present academic reviews will give an opportunity to further help my thinking 
in these two areas.
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Plan:
Presentation of two academic reviews on the following topics:
1. Applications of Brief Psychotherapy: the use of transference/countertransference from 
individual work to consultation.
2. Ethnicity and Mental Health: from problems of diagnosis to the relevance of intercultural 
thinking.
4. Clinical Practice Audit:
Prime aim:
1. To increase personal professional competence and to help develop the services offered by the 
department.
2. To present a preliminary audit of routinely collected data pertaining to ethnicity of attenders 
to the adult mental health psychology service.
3. To provide an account of the process of initiating ethnic monitoring of attenders to the adult 
mental health psychology service.
4. To analyse findings both in terms of service use by different minority groups and to identify 
possible improvements that can be monitored.
5. To appraise data on ethnicity in order to raise issues, generate thoughts and feed into a 
continuous process of monitoring change in the direction of the development of equal 
opportunity.
Prime objective:
1. To use data collected on the ethnicity of attenders to the department in order to explore the
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following audit questions:
a. Would attenders to the adult mental health psychology service respond to a question on 
ethnicity?
b. What were the composition of the different ethnic groups attending the department? 
Rationale:
The Psychology Department has long recognised the need to observe and collate data regarding 
the use of its service in relation to the diverse ethnic population of the district. Thus the 
department welcomes the recommendation of the health district to collect data and monitor the 
ethnicity of clients using its services.
The collection of ethnic data for the purpose of monitoring equal opportunity in service provisions 
to people from different ethnic groups is in line with a recommendation from the Department of 
Health (Department of Health Report 1993).
Clinical Psychologists have also raised concerns in relation to unmet needs for psychological 
support and services to people from ethnic minority groups (Nadirshaw 1993). Clinical 
Psychologists have also argued that the psychological needs of people from ethnic communities 
are marginalised and have called for the profession to move from theorising about race, ethnicity 
and culture to changing their practice (Mahtani and Marks 1994, Nadirshaw 1993).
A high positive response from patients to a question on ethnicity as determined by audit will 
enable the service to generate discussions regarding the feasibilty of gathering further information 
on ethnicity from attenders. This can form the basis of future research and monitoring.
Exploration of the composition of the ethnicity of attenders can enable observations of use by 
different ethnic groups and to compare them where possible with their distribution in the local 
population. This can further generate discussions on strategies to encourage attendance that can 
then be monitored.
Together with other members of the department I have been participating in discussions around 
the implementation of ethnic data collection. The audit presents an opportunity to observe some 
data collected with a view to generate discussions around issues of ethnic monitoring.
Plan:
Presentation of a clinical audit entitled:
The ethnicity of attenders referred to the Department of Clinical Psychology, Haringey Healthcare 
NHS Trust: A preliminary audit and observation.
5. Research Audit:
Prime aim:
1. To increase research competence so as to develop the services offered by the department.
2. To employ evaluation research as a strategy in the exploration of the development of a 
service.
3. To observe the strengths and weaknesses of a service in its formative stage and to make 
recommendations for further developments.
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Prime objectives:
1. To develop a research dossier, part of which will be the original Msc dissertation which will 
either make evident increased research competence or will present a contribution to knowledge.
2. To evaluate attendance/non-attendance of young people (16-25 year olds) to the department.
3. To employ multiple methods of study to explore the use of a service for young people that will 
include case data and responses to a questionnaire.
4. To categorise items from referrals of young people to the department over a period of nine 
months and to use a multidimensional scalogram analysis to assess their relationship as a whole 
to attendance/non-attendance.
5. To qualitatively explore some responses to questionnaire items in order to generate thoughts 
regarding issues of attendance/non-attendance of young people to the department.
4. To use findings from the evaluation to address the following research questions:
a. Is it possible to differentiate cases in relation to the categories used to classify present 
referral data in order to highlight attendance/non-attendance?
b. What are the experiences of referred cases with regard their psychological difficulties 
that are observed in relation to attendance/non-attendance?
Rationale:
With the development of new services such as that for young people the Psychology Department 
have always encouraged exploration of quality control and assurance which can be used in 
discussions of service improvements. Data on referrals are carefully recorded, audited and 
evaluated in order to ensure good practice.
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Ideas regarding the development of services in relation to quality control, assurance and 
evaluation have been emphasised by the National Health Service (Health of the Nation 1994) and 
taken up by Clinical Psychologists in their appraisal of services (Shepherd 1988, Cape 1991, Pany 
1992).
The utility of a service is called into question when it is seen as underused by its patient group 
(Startup 1994).The difficulties in reaching and engaging adolescents and young people who are 
likely to be non-compliant and who are also likely to exhibit ambivalence in their use of clinical 
services are variously referred to in the literature (Sprinthall and Collins 1995). However their 
usage of services and specifically in relation to attendance/non-attendance have never been 
systematically studied.
The above exploration is important for me in my designated role as a Specialist Clinical 
Psychologist for adolescents and young people. The research will evaluate data based on a 
questionnaire used by the department to record referrals to the adult mental health psychology 
service. Data on the attendance of young people over a period of nine months was obtained from 
this. The research evaluation makes use of multiple methods to study a service that will include 
case data and responses to semi-structured questions from the questionnaire. Data from case 
records are categorised and evaluated on a multidimensional scalogram analysis in order to 
observe factors that together impact on attendance/non-attendance. Some responses to the 
questionnaire are also qualitatively evaluated in order to further generate ideas on 
attendance/non-attendance.
The research questions are set out in the objectives stated earlier. The use of multiple methods
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that includes qualitative evaluation represents an advance from the Msc dissertation which 
concentrates on a purely quantitative methodology.
Plan\
To present a research evaluation entitled:
A formative evaluation research into the use of psychology service by adolescents and young 
people: a preliminary investigation of attendance/non-attendance.
The original agreement of 11,000 words for a professional research audit was changed to 20,000 
words in the course of the programme. This has affected the design as well as the depth of the 
present research.
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A PPLIC A TIO N S OF BRIEF PSYCHOTHERAPY:___ THE___ USE----- QF
TRANSFERENCE/COTTNTERTRANSFERENCE FROM INDIVIDUAL WORK TQ 
CONSULTATION.
Introduction:
With an ever growing demand for service and an increasing long waiting list there has been a 
growing interest amongst Clinical Psychologists to explore different approaches to clinical 
practice. These have ranged from changes to appointment procedures to that of consultative 
work. There has also been a growing interest in briefer methods of interventions encompassing 
both groupwork and individual therapies (Startup 1994).
This review is guided by two questions. Firstly what therapeutic processes are conceptualised in 
brief therapy that are different to classical long-term psychoanalytic treatment? Secondly if brief 
therapy is seen as an application of psychoanalytic thinking how is it extended into other areas 
of clinical activities in order to reach layers of the population that may not necessarily use long­
term psychoanalytic treatment?
Three areas of clinical activities are discussed. Firstly Malan (1976), Hildebrand (1986), 
Wittenberg (1991) and Copley (1993) have used brief therapy in the context of short-term 
individual psychotherapy of between six to forty sessions. Secondly, Judd (1989), Judd and 
Erskine (1994) and Balint et al (1995) have extended the application of brief therapy to 
consultation with patients such as in General Practice surgeries. Thirdly, Obholzer and Roberts
(1994) have shifted understanding of brief therapy from direct patient care to indirect settings
such as in institutional consultation.
Psychodynamic principles are adhered to in brief therapeutic work (Malan 1976). Hildebrand 
(1986) points to three key features. These are in its emphasis on the importance of an 
understanding of unconscious processes, the active exploration of the relationship between the 
patient and the therapist referred to as the transference and the focus of therapy on problems of 
the here and now.
Hildebrand (1986) succinctly summarises brief psychotherapy as:
" the person and the behaviour of the therapist (as) used by the patient to organise a
relationship for himself which has the possibility of being therapeutic. Such a relationship 
contains expressions of sexual and aggressive drives and their derivatives towards important 
figures in the past, which are projected onto the therapist within the therapeutic
situation Patients and therapists should use the situation to delineate and work through certain
problems that are ego-dystonic to the patient at the time."
Even though psychodynamic principles are adhered to in brief psychotherapy it is differentiated 
from more traditional long-term individual psychoanalysis. For example Malan (1976), 
Hildebrand (1986), Wittenberg (1991) and Copley (1993) have pointed that the understanding 
of unconscious processes and transference is used to address present difficulties in the patient in 
the context of a brief contract. There is not the luxury of sitting back and allowing for the 
development of transference to take place over a long period of time. The aim of brief 
psychotherapy is not one of deep personality change which may require long-term 
psychoanalysis but to hold together the patient’s present anxieties in order to offer the possibility
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of thinking about them in a more hopeful way within the limits of a brief contract (Wittenberg 
1991).
The emphasis on unconscious processes and interpretations of them as manifested in the 
transference/therapeutic relationship differentiate brief psychotherapy from other types of brief 
work.
However the understanding of transference and its equivalent in the therapeutic relationship the 
countertransference is used in different ways by proponents of brief therapy. The different ways 
in which transference/countertransference are used determine the contract of time for brief 
psychotherapy. For example Malan (1976) looks at a triad of defences, anxiety, and impulses 
projected in the transference relationship which are worked through within 20 to 40 sessions. 
Hildebrand (1986) emphasises the need to “organise” the multiplicity of projections that are 
transferred in a therapeutic relationship in order to focus on present problems the patient brings 
which are then worked through in brief psychotherapy. Hilderbrand (1986) suggested a time 
period for brief psychotherapy similar to that of Malan (1976).
In contrast to an emphasis on transference relationship Wittenberg (1991) and Copley (1993) 
have explored the use of countertransference in brief psychotherapy. Countertransference refers 
to feelings in the therapist that arise from patient’s projections. These feelings are used to 
“contain” and “hold” the patient’s present anxieties. This means that the patient’s projections are 
initially internally processed by the therapist resulting in some understanding of them. These are 
then articulated in the mind of the therapist and verbally interpreted to the patient. Containing and 
holding aim to increase emotional insight of present difficulties for the patient. In both Wittenberg
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(1991) and Copley (1993) the therapeutic act of containing, holding and facilitating are achieved 
within six brief psychotherapy sessions.
Transference/countertransference and their use in individual brief psychotherapy:
/. Brief definitions o f transference/coimtertransference:
The central feature of brief psychotherapy is the understanding and use of the phenomenon of 
transference. Transference and its equivalent in the therapeutic process the countertransference 
are complex notions and have been variously described in the psychoanalytic literature 
(Laplanche & Pontalis 1978 ; Hinshelwood 1991). Both transference and countertransference are 
unconscious mechanisms for the transmission and reception of emotions and feelings between 
patient and therapist. Through projection the patient unconsciously transfers emotions and 
feelings that are then received by the therapist in his countertransference. The therapist uses his 
countertransference to process, articulate, verbalise, hold and contain some of the anxieties that 
are projected in the patient’s transference to her/him so they become conscious.
As Spensley (1995) indicated the terms transference and countertransference are understood as 
the emergence of “prototype experiences that are present in the context of specific adult 
relationships” such as in psychotherapy. These prototype experiences, largely unconscious in 
adults are based on early experiences between the infant and its caregivers (Spensley 1995). 
Hildebrand (1986) discussed these early experiences as filled with aggressive and sexual drives, 
the resolution of which forms the basis of growth and development. Derivatives of these 
experience emerge and are projected in the development of a relationship between the patient
and therapist. The work of therapy confines itself to the interpretation of the experience derived 
from this relationship referred to as the phenomenon of transference.
Countertransference in traditional psychoanalysis has until recently been considered as extraneous 
to therapeutic developments. In traditional psychoanalysis countertransference is conceptualised 
as the therapist’s own reactions to the patient, rather than projections of the patient onto the 
therapist. Feelings of the therapist are considered to get in the way of his/her understanding of 
the therapeutic process.
However the experience of countertransference have recently been employed positively to refer 
to thoughts and feelings experienced by the therapist which are related to the patient’s internal 
world and can be used by the therapist to understand the meaning of the patient’s communication 
(Wittenberg 1991, Copley 1993). The therapist’s own emotional development in personal therapy 
and training is said to allow him/her to differentiate and distinguish between his/her own 
spontaneous reactions to that of the patient’s projections.
Wittenberg (1991) describes that these projected experiences may be verbal or more powerfully 
non-verbal. It is here that the impact of moods, like hopelessness or mania, strong parental 
reactions or feelings of shallowness and mindlessness that belong to the patient are picked up 
by the therapist. These are parts that the patient finds intolerable and are communicated to the 
therapist in order for them to be processed, verbalised and contained.
Transference, countertransference and containment are thus related activities pertaining to the 
therapeutic process.
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Even though the above pertains to long- term psychoanalytic practice its use has been extended 
to brief psychotherapeutic work.
Malan (1976), Hildebrand (1986), Wittenberg (1991) and Copley (1993) contend that the play 
of unconscious dynamics as manifested in transferential/countertransferential relationships can 
be interpreted to bring about psychological change in brief therapy. Their contributions are now 
explored.
zz. The contributions o f Malan and Hildebrand: thinking about transference and its 
organisation in individual brief psychotherapy.
Both Malan and Hildebrand agree that the central focus in brief psychotherapy is on the 
therapist/patient relationship. They differ in that Malan recommends interpreting the therapeutic 
relationship in terms of early attachment relationships, such that the therapist is most likely to be 
symbolically represent a parent figure. Hildebrand takes a more flexible perspective, and 
recommends interpretation of the therapeutic relationship in relation to here and now concerns 
and issues which the patient brings to the treatment situation.
In Malan’s (1976) work on brief therapy defenses, anxieties and impulses are gathered in the 
transference and are specifically interpreted in relation to a “transference-parent” link. This 
means that derivatives of defenses, anxieties and impulses experienced in relation to parental 
figures in the past are actively linked in the transference to the therapist. The therapist 
symbolically represent these early attachments. Through these links aspects of defences, anxieties
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and impulses and their connections to present problems particularly those of personal and 
interpersonal attachments are addressed. The therapist performs a parental function in 
emotionally addressing these issues with the patient.
On the other hand Hildebrand (1986) discusses defences, anxieties and impulses in relation to a 
multiplicity of experiences that are brought to the therapeutic relationship. Unlike Malan (1976), 
transference is used in a variety of ways and not necessarily connected to a “transference-parent” 
link. Instead the communication that a patient brings can be experienced in a multiplicity of ways. 
The task of the therapist is to “organise” these communications in a coherent form that connects 
with the present psychological difficulties facing the patient at the time.
Both Malan (1976) and Hildebrand (1986) believe the feelings and attitudes adopted towards the 
therapist are important. Malan (1986) interprets these in terms of transference to the therapist 
from the original parental relationship, as in classical psychoanalysis. Hildebrand (1986) shows 
that interpretation can range from the experience of separation as mirrored in the treatment 
alliance with the therapist to that of recognising and working through particular states of anxiety 
that are evoked in the here and now (Sifheos 1972).
Hildebrand (1986) also supports the active use of transference interpretations like that described 
by Davanloo (1978). For example the defensive organisation of the patient as experienced in the 
transference by the therapist is directly challenged and linked to present anxieties and difficulties 
attending the patient. This technique is said to be an enabling one which can result in a 
considerable relieve of neurotic symptoms. The therapist is not seen as a passive observer waiting 
for the development of particular transference issues to be interpreted. Rather the multiplicity of
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issues raised are organised and interpreted in an active way to explore anxieties that are present 
in the here and now.
The list of interpretive activity can indeed seem endless. Hildebrand supports the creative use of 
the above ideas dependent on what the patient brings. According to Hildebrand the attention is 
on being quick and clear in the discursive process of brief therapy.
For Hildebrand (1986) in the course of brief work certain life problems are addressed. He 
contends that some redistribution of emotional resources can be considerably enhanced in brief 
therapy.
Both works by Malan (1976) and Hildebrand (1986) are pioneering contributions. While basing 
their thoughts on psychoanalytic ideas they suggest the active use of transference phenomena to 
deepen understanding of the here and now psychological problems that a patient is experiencing.
Malan's (1976) conceptualisation of brief therapy is helped by detailed attention to case 
examples. These are discussed through densed sessional materials. Being that the emphasis is on 
understanding process it is difficult to give brief examples of the materials discussed.
Nonetheless an attempt is made here to present an example which can highlight some of Mai an’s 
(1976) ideas of brief therapy. Malan (1976 ) cites an assessment of a zoologist who throws up 
his studies the conflict of which brings him to be referred. The assessor notes the resistance of the 
patient who he is unable to make contact with. Initially the patient talks about his bitterness with 
regard his parents. However attempts by the assessor to link this bitterness to him does not break
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the deadlock. The situation continues until the assessor senses a “choked” quality to the patient’s 
voice which enables him to recognise a projection by the patient of the intensity of his feelings. 
The ice is broken when this is interpreted. The patient readily talks of the love and trust of a little 
girl to him.This is observed by the assessor as the patient transferring a more trusted feeling to 
him. The assessor begins to observe a triad of defences. The patient’s withdrawal and lack of 
trust (first defence) is masking his need to trust and be close (second defence) and a fear of being 
let down if he is close (third defence). These defences are experienced in relation to the assessor 
who later becomes his therapist. These experiences are later linked to the patient’s expectations 
and feelings in relation to his parents (transference-parent link). In the course of brief therapy it 
is recognised that the patient throws up his studies as an enactment of an ambivalent relationship 
to his father. Malan feels that the readiness in which problems are communicated in the 
transference (the patient’s resistance and his “choked” feelings) and the manner in which they can 
be penetrated by interpretation (the love of the little girl) are important criteria for the use of brief 
therapy. Through brief work the patient’s presenting conflict of throwing up his studies (the here 
and now anxiety) is highlighted in relation to his feelings towards his parents of which the 
therapist represents in the therapy.
Unfortunately Hildebrand (1986) does not provide clinical examples to illustrate his ideas. 
However Malan’s example allows for some reflection of how Hildebrand may have approached 
the case. For example Hildebrand may note the multiplicity of communications that the patient 
bring such as his resistance, his bitterness and choked-up feelings. However instead of linking 
them to bitterness about the therapist or recognising the intensity of the patient’s feelings and to 
explore them in relation to a transference-parent link Hildebrand may instead directly explore the 
patient’s resistance as anxiety about coming to seek help. Recognition of this may lay the ground
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for further exploration. For example Hildebrand may agree with the choked-up feelings as 
representing the intensity of the patient’s feelings. However these may be recognised directly as 
the patient’s need in therapy to piece together fragmented thoughts of which he is also anxious 
to communicate about. Hildebrand emphasises the importance of focussing and addressing the 
here and now psychological problems that a patient is experiencing in order to both deepen 
understanding of them and to enhance the redistribution of emotional resources.
The works of Malan (1976) and Hildebrand (1986) have encouraged other analytic thinkers to 
explore the arena of brief individual therapy. The ideas of Wittenberg (1991) and Copley (1993) 
are recent contributions.
iii. The contributions o f Wittenberg and Copley: countertransference and the notion o f 
containment.
The importance of the therapist/patient relationship in brief therapy is again the central focus in 
the works of Wittenberg (1991) and Copley (1993). In contrast to an emphasis on the use of 
transference Wittenberg (1991) and Copley (1993) stress instead the importance of 
countertransference in brief psychotherapy. Countertransference feelings in the therapist are 
verbalised and interpreted in brief psychotherapeutic work to contain, differentiate, clarify and link 
together the here and now anxieties that the patient communicates in the treatment situation. The 
aim is for patients to have a greater access to inner experiences within the limits of brief work.
In Wittenberg (1991) and Copley (1993) countertransference feelings in the therapist are used to 
process the emotional experience that are set up between patient and therapist in order to
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engender a dialogue of it. The central feature of brief work becomes the verbalisation of present 
anxiety and its "containment" through the process of understanding it (Copley 1993).
Wittenberg (1991) and Copley (1993) refer to containment as the activity of making emotional 
sense of the experience of relating about psychological difficulties. What is observed, heard, seen 
and thought are put together in a way that can be made use of by the patient. Through this a 
picture of the world the patient has in his/her mind can be explored. This pertains to both his/her 
internal world (impulses, fantasies) that are products of his/her experience and their relation to 
his/her perception of the external world. This brings to the fore understanding of the patient's 
external circumstances such as his/her family and environment and how these may impinge or 
nurture his/her internal developments.
The concept of "containment" is said to have its roots in infantile experience. Wittenberg (1991) 
says that whether brief or long-term the therapeutic setting stirs up feelings of early relationships 
of the need for care. These are made available in the transference relationship with the therapist. 
The understanding of the transference is allowed expression in the therapist’s countertransference 
the processing of which helps the patient to think and relate to his/her life experience. Brief 
therapy is seen as one of containing anxieties that are stirred up in the process of seeking help as 
well as those that can come alive in the course of brief work. The experience of containment can 
enable links to be made between past and present anxieties and how these may be put together 
to think about concerns for the future.
Through brief work the nature of the patient's pain and his/her disability to contain or tolerate 
distress are explored. In the work the therapist can gauge the capacity of the patient to struggle
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and be curious as opposed to being passive and negativistic. In other words is there hope in the 
exploration or a need for a magic cure. The rigidity of the defensive system and the fragility of the 
underlying structure provide a clue to the length of treatment and the kind of external support that 
is needed in order for help to be sustained (Copley 1993, Wittenberg 1991).
Wittenberg (1991) contends that through the act of containment emotional "differentiation" can 
happen on several levels.
1. The patient will begin to have a perception of the external world that is less coloured and 
clouded by his/her emotional circumstances. This comes through the act of containment 
where anxieties arising from the inner world are allowed some working through.
2. The process of understanding enables the mature part of the personality to take stock and 
to reflect upon emotional areas that are said to come from infantile needs.
As an example Wittenberg (1991) describes a man that is referred for panic attacks. Even though 
several worries are communicated that coincide with the onset of his symptoms such as his wife 
in bad health and expecting a baby, his father suffering from a life-threatening illness and an 
unhappy mother these are made light of by the patient. However in her experience of being with 
the patient her countertransference make her notice an impressive determination to get in touch 
with his feelings. Guided by this she begins the process of clarifying the sources of his anxieties 
and his fear of being overwhelmed by his responsibilities. In the process of brief therapy areas of 
guilt with his mother and wife and rivalry with his father are explored. Physical symptoms of panic 
attacks begin to be linked to mental pain the expression of which offers some relief and 
containment to the patient.
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The task of individual brief psychotherapy is to enable a patient to be aware of who they are, 
where they are in their lives and what troubles them (Copley 1993). It is a way of helping 
patients to disentagle difficulties sufficiently within the boundaries of brief work to allow space 
for ongoing development to continue.
It revolves around an understanding of emotional development and a sufficient use by the 
patient of the therapist to pursue treatment. The patient can be enabled to develop a sense of hope 
and understanding. The experience that a destructive or frightening aspect of the patient can be 
contained, withstood, verbalised and not pushed back by the therapist, has a healthy effect in 
positive emotional development.
d. Some criticisms o f individual brief therapy :
The argument against brief psychotherapy as discussed by Malan (1976), Hildebrand (1986), 
Wittenberg (1991) and Copley (1993) can be based on comments made by Winokur (1981).
Two points are raised by Winokur (1981). Firstly Winokur (1981) argues that it is impossible for 
the triad of defences, anxieties and impulses to develop sufficiently within the time limit set by 
brief psychotherapy. He contends that this normally takes a period of time in traditional 
psychoanalytic work and is not possible within the brief period postulated by Malan. It is 
unfortunate that there has been no response to this argument even though this is an empirically 
answerable question in principle.
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Secondly Winokur (1981) also questions the depth of emotional change that can be achieved in 
brief therapy. He akins short psychotherapeutic interventions to “wild analysis.” He also views 
that results achieved in brief psychotherapy are merely superficial.
However Malan (1976) and Hildebrand (1986), Wittenberg (1991) and Copley (1993) agree that 
the aim of brief psychotherapy is not that of deep personality change. Brief psychotherapy is used 
to work through limited problems felt to be facing the patient at the time of consultation. The use 
of transference/countertransference is to enable the understanding and working through of some 
of these problems within a time limited contract (Malan 1976, Hildebrand 1986, Wittenberg 
1991, Copley 1993).
Further both Wittenberg (1991) and Copley (1993) say that a condition for the effectiveness of 
brief psychotherapy is the patient’s ability and willingness to experience, think about and grapple 
with their own distress directly. This is not a necessary initial condition for effective long term 
therapy where the aim is that of deep personality change.
Nonetheless the use of transference/countertransference to enable developments in brief 
individual therapy have encouraged other writers to apply its understanding to other fields of 
clinical work. This is now discussed.
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Further applications of brief psychotherapy:
i. Applications o f containment in brief individual consultation:
Brief psychotherapy is said to benefit those patients who are not seeking long term work. It has 
been applied to different settings outside of the traditional consulting room. Examples include 
work in general practice (Hoag 1992), walk-in clinics for adolescents (Copley 1993) and brief 
work with physically ill patients (Judd and Erskine 1994). Three to four sessions are often the 
norm in these models of brief psychotherapy..
For example in brief consultations in general practice surgeries Balint (1957) and Balint et al
(1995) emphasise the application of psychodynamic insights in ordinary general practice 
consultations. The proposal is not one of psychotherapy in the surgery but one of “sharing and 
mutuality between doctor and patient” (Balint et al 1995).
In Balint’s work importance is given to emotional value that arise from the interpersonal 
interaction between doctor and patient. The patient's narrative is identified and empathised with. 
The aim is to differentiate distress that arise from physical and somatic complaints from ones that 
are more psychical and emotional.
As an example Balint (1954) discusses a case of a young woman who was diagnosed by a 
previous General Practitioner with dyspepsia. She is warned that her condition can develop into 
peptic ulcers. In her first consultation Balint (1957) writes that she is requesting a prescription 
for her organic condition. However her general anxiety is observed and when this is delicately
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explored the patient willingly communicates a histoiy of an absent father, a difficult relationship 
with her mother and an ambivalent attitude toward her fiancé whom she is not sure of marrying. 
The case is regularly presented to a group of General Practitioners with an interest in brief 
psychotherapeutic work. The group focusses on some psychodynamic aspects of the relationship 
between the doctor and his female patient and observes the role of the doctor as a substitute 
absent father. This role however enabled some of the patient’s conflicts with his mother and fiancé 
to be addressed. The patient feels that her mother may not approve of her fiancé. Through these 
brief consultations the patient is able to emotionally separate more from her mother and in a later 
follow-up consultation the doctor is informed of her plans to marry. Her increasing recognition 
of her responsibilities enables the patient to end the brief work comfortably.
Even though Balint was a psychoanalyst his ideas have extended to those General Practitioners 
who are not psychoanalytically trained. Balint encourages the development of groups for General 
Practitioners with the specific aim of exploring experiences of direct work with patients. 
Discussions in these groups are meant to help General Practitioners attend to psycho-social 
problems projected by patients to them which may be directly related to their presenting 
problems. The use of countertransference to process these projections enabled some of the 
patient’s anxieties to be articulated and contained. The potential scope for this type of 
intervention by General Practitioners is encouraging given the high proportion of patients in 
primary care with psychosocial problems (Thomas and Comey 1993).
The containment of anxiety in brief therapy has also enabled the development of focussed clinical 
work outside the traditional field of mental health. Interests include the application of brief 
psychotherapy to areas of medicine where physical illness is thought to have a psychological effect
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on the well-being of the person and their ability to make use of treatment.
A notable example is the work of Judd (1989) and Judd and Erskine (1994) who emphasise the 
possibility of emotionally experiencing and containing the uncertainties that are often expressed 
by physically ill patients. This is done with a view to helping them come to terms with their illness 
and treatment.
While still recognising the importance of long-term therapy brief therapeutic work claims to 
reach groups of patients that are in need of help but who may not necessarily have the 
commitment or motivation for long term work. It is also worth noting that such long-term 
psychotherapy is very rarely provided by the National Health Service. Depth of personality change 
is substituted for the containment of present difficulties that can allow for emotional development. 
Its recognition of a limited time boundary is not a claim for “wild analysis” but for the possibility 
of the processing of needs in the here and now.
The possibility of utilising psychodynamic perspective in brief work has resulted in the extension 
of practice to layers of patients that are previously dificult to reach or those who may not 
necessarily need long term work. These are some of the areas that has been described in the 
literature:
1. Work with adolescents, whose complex psychological development has often meant that 
long term work is very difficult to plan (Copley 1993).
2. The possibility of brief work has also been explored in work with infants and parents 
where the focus has been on the containment of anxiety in parenting (Dubinsky 1991 ; 
Wittenberg 1991).
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3. Patients presenting with particular difficulties such as sleep and eating problems are also 
of interest to brief work. This has meant developing a focus for brief work to areas of 
sleep and eating difficulties (Daws 1991).
4. Emotional difficulties following a traumatic event has also been described in brief work. 
The attention is not on personality change but on allowing therapeutic space for reflection 
and the processing of anxiety that is communicated (Daws 1991).
Brief psychotherapeutic work can also act as a filter from which those in further need of therapy 
can have a "good enough" experience as a preparation. Brief therapy is not seen as a substitute 
for the benefits that can be gained from long term psychoanalytic treatment.
ii. Further applications o f brief therapy: from direct care to consultation.
The concept of brief psychotherapy has also shifted from direct work with patients to 
consultation. This is described in the development of group and organisational consultancies 
(Obholzer and Roberts 1994 ; Menzies-Lyth 1989). The move is away from direct patient contact 
to one of exploring whole organisations and institutions. The containment of the individual is 
extended to include organisations and their anxieties.
The central idea is organisations and institutions have an unconscious that permeates through their 
system. The understanding is that an ill organisation like an ill patient conveys an experience that 
its "primary tasks" or personality is in need of help (Obholzer and Roberts 1994). This means 
that the work force has lost the tasks it sets out to do.
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As an example Vega-Roberts (1994) describes a consultancy with a voluntary organisation 
whose aim is to provide the whole range of support services such as medical, nursing, housing and 
social activities to long-term mentally ill patients from within one team. A consultant is requested 
to help the organisation explore reasons for lack of referrals from the local psychiatric hospital 
and a fear that it is used as a dumping ground by the social services housing department for cases 
with a high rate of breakdowns and emergency re-admission to hospital and who are placed in 
bed-and-breakfast accomodation. However the call for joint assessments by the housing 
department for these cases on discharge by the hospital is rejected by the organisation who feels 
that its carefully thought-out criteria for admission is ignored by social services. The consultancy 
observes the organisation’s anxiety at both conscious and unconscious levels. There is a 
conscious fear of being exploited by bigger agencies like the social services. This leads it to hold 
firmly to its boundaries and the criteria that it sets out. Less conscious was anxiety about having 
power over their clients if it is involved in making decisions for them especially when it sees its 
role as protecting them from abuse of power. There is a further anxiety about feeling more 
responsible for clients’ breakdown. Even though the organisation feels uncomfortable about 
turning down referrals as well as those that it is not getting it can argue that it cannot be blamed 
for misuse of power over clients. By disavowing power and locating it elsewhere guilt is reduced 
for the organisation. Over time and through the work with the consultant the organisation 
recognises the need for shared responsibility between itself, the housing department and the 
hospital. A successful joint assessment scheme is also developed.
The aim of the consultant is not to act as group leaders. The role is to process issues that arise 
from the experience of the work situation and to "bear the anxiety and uncertainty" that the 
insituition brings. The consultant will explore the "work-culture" as communicated in "attitudes
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and beliefs, patterns of relationships, tradition, the psycho-social contact in which work is done 
and the people collaborating in doing it.” It also looks at the "roles” as upheld by individuals as 
well as the "structure" that are placed to engender these roles. The aim of psychodynamic 
consultancy is to differentiate these different boundaries.
Understanding of the work culture, role and structure comes from the use of transference and
countertransference phenomena. These include the recognition of the existence of a
"multiplicity” of processes that exist between group members which are projected to the
consultant. Feelings that are stirred up in the group such as tensions, envy and competition
between different camps in the organisation are often used as a means of understanding what can
go on in the here and now. Consultancy can be invaluable in making sense of :
"how one is perceived and treated, how one feels at work, and how this has to do not only with 
one's role, but also with projections and re-enactments of one's past. It can also help to reduce 
scape-goating of groups and individuals and rigid adherence to traditional work practices and 
assumptions. Thus it can contribute much to maintaining a healthier working climate in the human 
services, where anxiety, pain and confusion are inevitable. Since changes in these series are also 
inevitable, and on an ever greater scale, increasingly skillful and sensitive management is needed."
Change is brought about by the containment of an organisation’s anxiety. Anxieties that are
projected are not pushed back to the organisation. As suggested by Wittenberg (1991) and Copley
(1993) consultancy is seen as an activity of making sense of the experience of what is observed,
heard, seen, thought and reflected in dialogues with the organisation. Working through of these
anxieties help the strengthening of support and insight through addressing the nature of the
organisation’s task and how desirable change is perceived.
Organisations are seen from between once to twice a week in brief psychodynamic consultation 
(Obholzer and Roberts 1994).
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Conclusions:
This review is an attempt to explore the use of psychodynamic ideas as applied to brief clinical 
practice. Apart from its application in individual brief therapy it has extended to include more 
indirect work to groups and organisations. The claims of brief therapy in reaching groups of 
patients who are unlikely to use long-term psychotherapy is also noted.
Central to the process of brief therapy is the interpretation of transference issues. These are 
referred to as anxieties needing resolution in the context of the here and now of brief therapy. 
The use of countertransference feelings in the therapist to contain anxiety and facilitate its 
verbalisation is recognised as an important development in brief work.
As a perspective brief therapy may not necessarily produce the " pure gold" of psychoanalytic 
change. However its aim is not for a fundamental change in character and personality. 
Nonetheless it’s emphasis on the importance of observation, of a belief in unconscious processes 
and the dynamics of conscious and unconscious communications in a therapeutic relationship does 
allow for the development of change within the boundaries of time limited work (Waddell 1988).
The areas of application of brief therapy from individual therapy to consultation are familiar to 
most Clinical Psychologists. For example Clinical Psychologists are exploring the importance of 
direct brief work with patients (Startup 1994). General practices are also settings that clinical 
psychologists are attempting to form links with (Thomas and Comey 1993). Equally relevant is 
the interest in consultation (Obholzer and Roberts 1994). It may thus be useful for Clinical
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Psychologists to learn from the experience of brief therapy. Brief therapy stresses the importance 
of exploring relationships in an attempt to understand present difficulties presented by patients or 
instituions. An understanding of the dynamics of relationships can extend and complement the 
work that Clinical Psychologists are already involved in.
One gap that can be commented is the lack of the use of research measures to validate and 
compare different brief therapeutic perspectives. Such strategy may be important in comparing 
the depth of change that is alleged to happen in brief work when compared to a control group 
receiving long term individual psychotherapy or alternative approaches to brief psychotherapy. 
The use of controlled studies to explore different interpretative use of transference issues is also 
a neglected area. For example it is useful to compare the interpretation of “transference-parent 
link (Malan 1976) with either the “organisation” of transference issues (Hildebrand 1986) or the 
technique of “containment” (Wittenberg 1991, Copley 1993) in order to enhance a global picture 
of dynamics that are at play.
The above research areas can only support developments in the field of brief psychotherapy and 
in the argument for the allocation of service resources for this type of work.
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ETHNICITY AND MENTAL HEALTH: FROM PROBLEMS OF DIAGNOSIS TO THE 
RELEVANCE OF INTERCIILTURAL THINKING.
Introduction:
The psychological needs of people from ethnic minority groups had long been an area of interest 
to mental health professionals (Rack 1982, Sashidaran 1986, Kareem & Littlewood 1992, 
Mahtani & Marks 1994). An important area of exploration had been the relationship between 
ethnicity and mental health. This had been discussed at several levels.
Firstly, a source of concern was raised in relation to unmet needs for psychological support and 
services to people from ethnic minority groups (Nadirshaw 1993). In a similar vein, Mahtani and 
Marks (1994) argued that the psychological needs of people from ethnic communities were 
marginalised. Secondly, concern was raised with regard the alleged high rates of admission and 
possible misdiagnoses of the mental health needs of people from ethnic minority groups 
(Sashidaran 1986). A third area of interest was on the exploration of problems encountered in the 
establishment of cross-cultural therapeutic relationships (Sue and Sue 1987, Zuniga 1988).
The psychological needs of people from ethnic minority groups were thus specified as an area of 
priority by Clinical Psychologists. There were commitments to address issues pertaining to 
ethnicity and mental health effectively. For example the American Psychological Association had 
issued guidelines emphasising services to explore the needs of people from ethnic minority groups 
(American Psychologist 1993). These included recognising cultural diversity, understanding the 
role that culture and ethnicity play in the sociopsychological and economic developments of
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culturally diverse populations and helping clients to understand/maintain/resolve their own 
sociocultural identifications. In Britain the British Psychological Society too had for sometime 
recognised the diverse multi-cultural nature of British society (Future of Psychological Sciences: 
Horizons and Opportunities for British Psychology 1988).
The terms cross, trans and inter cultural perspectives were often used by mental health 
professionals to conceptualise work with people from ethnic minority groups. For example in an 
often quoted source Sue and Sue (1987) used the term cross-cultural psychology to refer to the 
importance of assessment in work with people from different ethnic minority groups. Sue and Sue 
(1987) emphasised that each culture had different ways of construing psychological difficulties. 
How these difficulties were construed and experienced by the individual client became an 
important aspect of assessment work with people from different ethnic minority groups. Both 
cultural values and individual variations were considered important tasks in the diagnostic process.
The term transcultural perspective often referred to a therapeutic strategy. For example 
D’Ardenne and Mahtani (1992) referred to transcultural counselling as a more active and 
reciprocal process in working across people from different cultures. Cultural knowledge gained 
from people of different cultures was sensitively and creatively used to empower clients to 
survive in a diverse and changing world.
This paper will explore the perspectives proposed by Intercultural Therapy (Kareem and 
Littlewood 1992) in thinking about the relationship between ethnicity and mental health. 
Intercultural therapy is defined as a clinical perspective that stresses the importance of 
understanding some of the experiences of people from ethnic minority groups and how these
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impact on their emotional developments (Kareem and Littlewood 1992). Experiences such as that 
of loss through migration, racism and of being culturally different were often brought to the 
consulting room. These experiences and their impact on the emotional developments of people 
from ethnic minority groups are communicated both consciously and unconsciously in clinical 
transactions. If unrecognised they can lead to a misrecognition and misdiagnosis of the 
psychological needs of people from ethnic minority groups and to further render them 
emotionally vulnerable and marginalised (Kareem and Littlewood 1992). Intercultural therapy 
contends that the sharing of these experiences between patient and therapist engendered in the 
process of seeking mental health help by a person from an ethnic minority group extends 
understanding of therapeutic relationships across different cultures.
A major concern of intercultural therapy is with an alleged psychoanalytic tendency to reduce all 
experiences to an individual level and discount real external circumstances as witnessed by people 
from ethnic minority groups. However the emphasis on conscious and unconscious experiences 
and their interpretations in the process of transference/therapeutic relationship differentiates 
intercultural therapy from the more behavioural and cognitive psychotherapies.
Intercultural therapy is explored because its concentration on clinical transactions and emotional 
processes in therapy marked a shift from statistical concerns regarding rates of admissions into 
mental hospitals of people from ethnic minority groups.
Epidemiological information regarding prevalence of diagnoses and different types of treatment 
given to people from ethnic minority groups is firstly presented. The different ways in which these 
findings have been interpreted will next be considered. Clinical issues pertaining to identifying
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and revaluating clinical work is then discussed. A question in the review is whether intercultural 
therapy is important in extending good clinical practice.
Prevalence of diagnoses and types of treatment of people from ethnic minority groups.
Epidemiological research into ethnicity and mental health report different findings in relation to 
rates of admission of people from ethnic minority groups into mental hospitals. However a 
common finding reports the likelihood of people from ethnic minority groups to be diagnosed and 
admitted for schizophrenia than those locally bom.
Epidemiological information on mental illness of people from ethnic minority groups in the 
United Kingdom was mainly based on rates of admission into mental hospitals. These were based 
on samples from different parts of the United Kingdom and were variously discussed in the 
literature (Cochrane 1977, Carpenter & Brockington 1980, Dean et al 1981).
In a survey of figures on admissions into mental hospitals for England and Wales in 1971 
Cochrane (1977) showed that people from Afro-Caribbean origins were 3% higher in males and 
13% higher in females than those bom in England and Wales. Cochrane (1977) further found 
lower rates of admissions of people from India and Pakistan. The rates of admissions of people 
from Indian origins were 15% less in males and 21% less in females than those bom in England 
and Wales. The figures for those of Pakistani origins were 32% lower for both males and females. 
Cochrane (1977) concluded that the rates of admissions of Afro-Caribbeans were comparable to 
those bom in England and Wales. However the rates for those bom in India and Pakistan were 
lower than those bom in England and Wales.
42
Further studies by Carpenter and Brockington (1980) and Dean et al (1981) on first time 
admissions showed findings different to that of Cochrane (1977). For example Carpenter and 
Brockington (1980) indicated that the rates of admissions of Affo-Caribbeans in Manchester was 
56% higher in males and 85% higher in females than those locally bom. Admissions of Indians 
and Pakistanis were 136% higher in males and 235% more in females than those bom in the area. 
Carpenter and Brockington (1980) indicated that these higher rates for both Affo-Caribbeans 
and Indians/Pakistanis were statistically significant.
In a separate study in the south-east of England Dean et al (1981) showed that the rate of 
admission of Affo-Caribbeans was 36% higher in males and 56% higher in females than those 
locally bom. The admission rate of Indians was 49% higher in males and 23% higher in females 
than those bom in the south-east of England. The higher rates for Affo-Caribbeans and Indians 
were consistent with findings observed by Carpenter and Brockington (1980). However Dean 
etal (1981) found that the rates of admissions of Pakistani males were 41% lower in males and 
45% lower in females than those locally bom.
When examined across categories of mental illness Cochrane (1977) found that the rates of 
admission for schizophrenia were 3.5 times higher among the West Indian group and almost 
twice for those bom in India and Pakistan. Cochrane (1977) also observed that Affo-Caribbeans 
were five times more likely to be readmitted for schizophrenia. These findings were further 
confirmed in studies by Carpenter and Brockington (1980) and Dean et a / (1981).
Rack (1982) commented that the differences reported in the above studies cannot be explained
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by any simple generalisations. Each study used different techniques of age/sex standardisation and 
ethnic classifications. They also reflected local differences in resources and admissions policies.
Nonetheless more recent studies had also supported previous findings. For example King et al
(1994) noted that in a sample of psychiatric cases with first on-set symptoms of schizophrenia in 
North London an incident ratio for people from all ethnic minority groups was observed at 3.6. 
A corresponding figure for non-affective psychoses was at 3.7. These figures compared higher 
to the national incident ratio of 2.2. King et al (1994) further suggested that personal and social 
pressures of belonging to an ethnic minority group were important determinants in the excess of 
psychotic disorders found.
Davies et al (1996) compared the risk of detention under the mental health act (1983) in a 
representative group of people with psychotic disorders and found that Black Caribbeans and 
Black African cases were 3.67 times more likely to be involuntarily detained when observed in 
relation to Whites and other people from ethnic minority groups. This study further found that 
Black Caribbeans and Black Africans were more likely to be admitted to psychiatric intensive- 
care facilities and prisons.
The above recent studies were again commented upon and supported in a major study of 
London’s mental health (Johnson eta l 1997). A high incidence of black people diagnosed with 
psychotic disorders and who were also detained were reported. Johnson et al (1997) also noted 
the increased involvement of the voluntary sectors for black people. This suggested the view that 
people from ethnic minority groups generally treated the statutory services with suspicion 
(Fernando 1995) or had no knowledge of them (Nadirshaw 1997). Changes within the statutory
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services such as the development of home treatment schemes was one way of encouraging 
participation of people from black and other ethnic minority groups (Sashidaran 1994).
It was also noted that there was a paucity of more recent studies or commentaries on ethnicity 
and rates of admission. This was unfortunate given the massive recent closures of inpatient 
psychiatric hospitals. It was thus difficult to assess where people from ethnic minority groups 
diagnosed with serious mental illness were now placed.
Interpretations of epidemiological information:
Reports regarding high rates of admission of people from ethnic minority groups (Carpenter and 
Brockington 1980, Dean et ai 1981) led to the frequently voiced allegation of the prevalence of 
misdiagnosis and the excessive use of compulsory detention of people from ethnic minority 
groups suffering from mental health difficulties (Sashidaran 1986). Appropriate psychological 
care and treatment of people from ethnic minority groups with mental health problems were also 
said to be affected (Sashidaran 1986). Further Lipsedge and Littlewood (1982) and Fernando 
(1990) argued that people from ethnic minority groups were pathologised resulting in over­
medicating and hospitalising those who exhibited cultural difference. Ilahi (1988) also commented 
from personal experiences of his work setting that members of people from ethnic minority 
groups had less access to the "talking therapies” such as psychotherapy than their european 
counterparts. However these allegations were not based on statistical evidence derived from 
systematic research.
Sashidaran’s (1986) contention of misdiagnosis of people from ethnic minority groups with
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mental health difficulties was political. The allegation was that of racism said to be inherent in the 
discourse and practice of British Psychiatry. Sashidaran (1986) argued that Psychiatry was a 
discipline used to politically control those who were expressing culturally different ways of 
perceiving the world.
Others like Johnson and Nadirshaw (1993) further contended that the above situation was the 
result of eurocentrism in western Psychiatry where western ways of thinking and exploring 
people’s minds were seen as superior to other ways not derived from the west. The implication 
of this was that non-european ways of expressing one’s mind was viewed as different and 
pathological.
However Harrison (1989, 1993) argued that there was not a uniform tendency to over­
diagnosed. The presence of variability in admission rates between ethnic groups was stressed. 
Variability in admission rates as alleged by Hamson (1993) is now explored.
Harrison (1989,1993) noted the existence of three trends in diagnostic work with people from 
ethnic minority groups suffering from mental health difficulties. She pointed to problems of 
under-diagnosis, wrong diagnosis and over-diagnosis of psychological difficulties in people from 
ethnic minority groups.
For example, Harrison pointed that studies by Cochrane (1977) and Dean et ai (1981) which 
showed increased risk of hospitalisation of people from ethnic minority groups suffering from 
psychological difficulties and the consequent allegation of misdiagnoses was one example of a 
trend toward "overdiagnoses.” However Harrison (1993) contended that these only depicted
the situation with regards the Afro-Caribbean population.
Harrison (1993) indicated that as shown in a study by Wong and Cochrane (1989) the admission 
rates of Chinese migrants to mental hospitals were shown to be 50 % lower than the expected 
rates of admission into mental hospitals by the general population. Harrison (1993) commented 
that this study showed another trend in diagnostic work with people from ethnic minority groups. 
This referred to the tendency towards “underdiagnosis” of certain ethnic groups. Whether this 
truly reflects a lower incidence of disorders or a hidden pool of morbidity in this population were 
recognised as important for future research consideration (Harrison (1993).
Harrison (1989, 1993) further pointed to another trend which was that of a tendency towards 
“wrong diagnoses.” For example Harrison (1993) contended that some reported studies of low 
incidence of non-psychotic psychological conditions amongst South Asian (Kleinman 1987, 
Littlewood 1989) were due to conditions that were missed because South Asians emphasised the 
somatic rather than the psychological experience of their emotional distress.
Harrison’s (1989, 1993) contention was that the above variability in rates of illness represented 
a unique opportunity to explore risk factors for mental disorders in people from different ethnic 
groups. Harrison (1993) suggested investigation into the possible role viral and immune factors 
played in predisposing certain ethnic groups to severe psychoses. The vulnerabilities of certain 
ethnic groups were attributed to their biological predispositions.
Several important criticisms were highlighted in relation to studies and interpretations based on 
rates of admission. They ranged from problems in the methodology employed (Tunnicliffe et al
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1992) to the neglect of emotional issues pertinent to the experience of people from ethnic 
minority groups (Kareem and Littlewood 1992).
Firstly it was recognised that studies in the field of ethnicity and mental health were 
methodologically complex to research into (Tunicliffe et al 1992). In particular the designs of 
these researches were questioned. For example a predominant question that these researches 
asked was the prevalence of mental illness amongst people from ethnic minority groups. However 
this was mainly based from rates of admission into mental hospital. The validity of these studies 
was problematic if admission rates were used as a measure of prevalence in the general 
population.
Secondly it was also recognised that a common mistake of researches into ethnicity and 
admissions into mental hospitals was to attribute to "ethnicity" effects due to simple demographic 
variables such as age, sex, and social class (Tunicliffe et al 1992). For example it was argued that 
higher rates of schizophrenia might be evident in ethnic groups with a high proportion of young 
people simply because the disorder tended to occur in early adulthood (Tunicliffe et al 1992). Any 
attempts to establish and compare rates of disorder must address problems of establishing the 
size and age population at risk (Tunnicliffe et al 1992).
Thirdly the use of diagnostic systems based on western cultural patterns to patients from non- 
western cultures was also raised. Leff (1988) and Littlewood (1989) both argued for the 
extension of diagnostic categories to incorporate the experience of people from ethnic minority 
groups whose manner of perceiving the world and psychological ill health were different to that 
of western cultures.
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Fourthly inconclusive evidence amongst research findings was also noted. For example Bhatt et 
al (1989) and Beliappa (1992) questioned the conclusiveness of findings showing that diagnoses 
of psychoses in South Asians were missed due to the prevalent attitude of emphasising somatic 
rather than psychological complaints. Bhatt et al (1989) showed that 49% of English respondents 
on check-lists of the General Health Questionnaire and Illness Behaviour Questionnaire showed 
high somatic symptoms as opposed to Asians (29% of Gujeratis and 21% of Urdus).
Clinical issues and ideas from Intercultural Therapy:
An important criticism of studies pertaining to ethnicity, mental health and rates of admission into 
mental hospitalsent was the lack of exploration of emotional issues generated in the process of 
working cross-culturally. For example Rack (1982) described the notion that empathy in clinical 
work was said to diminish in direct relation to cultural distance. This further meant that the less 
european the culture of the patient the less empathie a european therapist was likely to be. Even 
though research evidence to support this was lacking reports based on clinical discussions claimed 
a tendency by mental health professionals to pass on patients who were culturally different from 
them (Kareem and Littlewood 1992). This did not necessarily mean that people could only be 
treated by clinicians of the same cultural group. Kareem and Littlewood (1992) argued that it was 
possible to develop empathy across cultural gaps by clinicians from different cultural groups . 
However if this is ignored it might have some negative effects on the diagnostic process. The 
possibility of misdiagnosis was thus likely to arise.
The neglect of emotional issues generated in the process of working cross-culturally and the need
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to take these into account in clinical work were explored in the perspectives offered by 
Intercultural Therapy.
The emphasis on conscious and unconscious processes in intercultural therapy was conceptually 
based on psychoanalytic theory. As in traditional psychoanalytic method the use of transference 
and countertransference in therapy to structure change was employed in intercultural therapy 
(Kareem and Littlewood 1992). However intercultural therapy differed from traditional 
psychoanalysis in its interpretation of the patient’s external experience. In intercultural therapy 
external experience was recognised directly as real and not interpreted as wholly arising from the 
patient’s phantasies. For example the experience of racism was acknowledged and not interpreted 
as phantasies belonging to the therapeutic relationship.
Intercultural therapy lists several external circumstances that were said to be uniquely 
experienced by people from ethnic minority groups. These were discussed by Kareem and 
Littlewood (1992) as:
The variety of disadvantages that were experienced by ethnic minorities such as in the 
sphere of housing, education, health and employment.
The experience of racism acting as adverse stimuli which could have an effect on mental 
health.
The emotional dislocations that were said to accompany migration where family 
configurations were split up and subject to the experience of pain and loss. These feelings 
were said to carry over across several generations.
The difficulty of accessing appropriate help. The authors cited examples of how people 
from ethnic minority groups were often passed around different professionals in their
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search for help. Equally important in their estimation was the sense of disillusion that this 
experience could bring and the consequent difficulty in accessing further services.
The contention in intercultural therapy was that the above experiences could have a fragmenting 
effect on people from ethnic minority groups. Due to this emotional fragmentation 
communications expressed in therapy could seem unintelligible and be misunderstood and 
misdiagnosed as mentally ill.
For example Kareem and Littlewood (1992) emphasised that racism and the experience of 
disadvantage could have an emotional effect on personal development. When tested in the 
consulting room in the process of negotiating help these experiences could be painful and could 
challenge the therapist in ways that could fragment her/his own sense of identity. Intercultural 
therapy emphasised that apart from the inevitability at times of misunderstanding and 
misdiagnosing the needs of a person from an ethnic minority group the impact of emotional 
experiences that were communicated both consciously and unconsciously could be processed 
and contained in therapy.
Intercultural therapy further emphasised that conscious and unconscious assumptions in both 
patient and therapist were engendered in clinical transactions and could complicate the process 
of care-seeking and giving (Kareem and Littlewood 1992). These assumptions which included 
thoughts and perceptions about cultural difference and expectations of help needed to be 
addressed from the beginning of an assessment in order to facilitate the successful outcome of 
therapy. Kareem and Littlewood (1992) contended that a non-european person had a past 
cultural history that defined his personal identity. The development of personal identity might be
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different to that of european culture. This difference might result in a conflict of identity between 
patient and therapist which could be brought to bear in therapeutic practice. One of the tasks of 
intercultural therapy was to address issues pertaining to this conflict.The failure to do this might 
affect the progress of assessment and therapy.
Kareem and Littlewood (1992) cited an example in the realm of migration. They noted that the 
experience of migration and the emotional loss of a past culture that this entailed was treated in 
intercultural therapy as an experience that arose from a real/external situation and that needed to 
be explicitly acknowledged. In this particular example they argued against looking at the 
experience of loss wholly as a product of an inner phantasy world that was then interpreted as 
was claimed to be the case in traditional psychoanalytic methods.
Intercultural therapy thus posed a challenge to a therapist from a european culture. This was in 
respect of how to look at the phenomena that was brought by a person from an ethnic minority 
group. Should the patient from a different culture be treated as abnormal or could there be room 
to acknowledge that his/her experiences could put the person from a non-european culture in an 
abnormal situation.
The aim of intercultural therapy was thus:
To bring together the interplay of external and internal factors that were experienced by 
a person from an ethnic minority group into the therapeutic setting in order to facilitate 
the working through of them. This then allowed for the development of self identity that 
was geared towards appropriate cultural expectations of the person.
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Two criticisms of the claims of intercultural therapy could be highlighted. Firstly intercultural 
therapy pointed to the lack of cultural and racial considerations in psychoanalysis. It claimed that 
traditional psychoanalytic methods overemphasised the role of emotional/intrapsychic factors in 
therapy at the expense of external and often real issues that were faced by people from ethnic 
minority groups (Kareem and Littlewood 1992).
The claim by intercultural therapists that psychoanalytic therapists did not take into account the 
external world of their patients was denied by psychoanalytic therapists. For example 
Hinshelwood (1989) emphasised that even though concentration in therapeutic technique was 
on enabling emotional growth through an understanding of internal and unconscious factors, 
these nonetheless arose from perceptions that were experienced in the external world. 
Psychoanalytic psychotherapists believed in the dynamic relationship between the internal and the 
external worlds (Hinshelwood 1989). In this respect the assumption made by intercultural therapy 
was based on fallacy.
It was also recognised that both intercultural and psychoanalytic therapies were engaged in a 
healthy dialogue (Rustin 1992). They aimed to complement each others’ ideas. The perspectives 
offered by intercultural therapy stemmed from an understanding of the psychodynamics of human 
relations. In this regards it owed some debts to psychoanalytic theory. Psychoanalytic theory too 
had begun to look at the psychodynamics of racism as they arose in the consulting room. For 
example both Frosh (1989) and Rustin (1991) used psychoanalyic understanding of human 
development to explore the emotional impact of racism that was brought into the consulting 
room. This was recognised by intercultural therapy as an important area of work with people 
from ethnic minority groups.
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Nonetheless the difference between the two positions of intercultural and psychoanalytic 
therapies might be on the meaning of the term "external" and the nature of its interpretation in 
therapeutic work. For intercultural therapists racism, deprivation and loss were real and external 
issues that needed to be directly recognised. For example conflicts of identity and of being 
ethnically different that were transferred and felt in the therapeutic setting were allowed 
expression and directly addressed. These were not merely seen as external experiences and 
interpreted as transference phenomena arising from infantile phantasies as was alleged by Kareem 
and Littlewood (1992) to be the preoccupation of psychoanalytic therapists.
Both intercultural and psychoanalytic therapies would find useful to heed the discussion 
surrounding integrationist approaches to psychotherapy. Integrationist approaches had noted 
increasing confluence of attitudes and practices amongst the psychotherapies (Goldfried 1982, 
Norcross & Arkowitz 1992). The call was for more healthy and complementary discussions 
between different therapeutic claims. These pertain to technical issues that one approach could 
learn from another, common factors that they might share in common and how these could be 
integrated together (Norcross & Arkowitz 1992). Discussions between intercultural and 
psychoanalytic psychotherapies on issues such as the appropriateness/non-appropriateness of 
interpreting internal and external experiences, their common interest in unconscious processes and 
how differences could be accomodated and integrated might result in the understanding that 
apparent differences in theory or technique were more superficial than real and might further 
mask some basic underlying similarities. In this respect the beginnings of an engagement in a 
healthy dialogue between the intercultural and psychoanalytic psychotherapies could only be 
viewed as positive.
The second criticism was the methodology employed by intercultural therapists in its evidence 
for issues that it raised. As with most psychoanalytic work use was made of single case studies 
to highlight issues raised in the process of clinical work with people from ethnic minority groups. 
However Tunicliffe et a l’s (1992) proposal for rigorous case definitions and diagnostic 
categories in relation to research into ethnicity and mental health need not only be aimed at studies 
on rates of admission. It was equally applicable to studies based on psychotherapeutic premises. 
For example the use of qualitative analyses in the generation and developnent of diagnostic 
indices to aid research in psychoanalytic psychotherapy was recently encouraged (Fonagy 1992, 
Lush et al 1991) and could be extended to substantiate claims made in intercultural therapy.
An important research question would be the alleged uniqueness of the external experiences of 
ethnic minority groups through qualitative analyses of clinical case notes and to compare them 
with those communicated by others in therapy.
Experiences and perceptions of racism and their effects on personal developments such as that of 
fragmentation were broad claims that might need further substantive research in order for them 
to be highlighted. The effects of encountering these experiences by therapists and the way in 
which racism was coped with in the consulting room could be an important research question.
Therapeutic outcome comparing the difference between direct recognition and facilitating 
expressions of external experiences to that of interpretating them as arising from phantasies 
generated in the therapeutic relationship could also be another research question to consider. 
However in light of the denial by psychoanalytic workers of the accusation of not recognising
55
“external reality” the depth of evidence engendered in the research needed to be processed with 
some caution.
Conclusions:
The relationship between ethnicity and mental health and illness was recognised as complex. This 
paper highlighted some salient points. In particular it drew attention to issues raised by 
intercultural therapy in grounding understanding back to experiences and observations that were 
firmly based in the process of clinical transactions. This marked a departure from sterile 
discussions regarding rates of admission where claims were based on methodologically flawed 
researches.
Nonetheless intercultural therapy remains a perspective where the development of theory and the 
generation of issues regarding ethnicity and mental health could only be substantiated through 
further researches.
The challenge facing intercultural therapy could be described as multifaceted. These were in the 
areas of clinical observations, diagnoses and treatment. In particular intercultural therapy had to 
address the need of translating observations gauged from clinical experience to a system of 
diagnoses that could extend present understanding of psychological difficulties and treatment 
possibilities for people from ethnic minority groups that could best meet their expectations of 
appropropriate mental health care. This included appraissing those that might best be admitted 
into hospital care. Findings could also be used as a basis for comparison with evidence arising 
from other studies in the field of ethnicity and mental health.
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The interest in detailed descriptions that intercultural therapy had of processes in clinical 
transactions could be positively used to develop important steps in extending understanding of 
therapeutic relationships across different cultures. This could further help address claims of 
unmet needs and marginalisation of the psychological needs of people from ethnic minority 
groups.
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SECTION ONE: INTRODUCTION
a. General Contexts:
The call for services to be more responsive to the needs of people from different ethnic groups 
were detailed in various recommendations. For example a locally commisioned study on health 
and ethnicity in the Haringey Healthcare district pointed to some gaps in the provision of mental 
health services to refugees and people from ethnic minority groups (Budak 1993, Ray 1994). 
These studies broadly expressed the need for mental health services to foster links with people 
from different ethnic groups in order to encourage the use of services. On a national level the 
National Association of Health Authority Working Party on Health Care for Black and Minority 
Ethnic Groups Report (1988) recognised the need of a change in approach with regards services 
to people from ethnic minority groups. The report states that a “fundamental examination of 
recruitment, training and racial awareness within the National Health Service (NHS) is required 
at all levels.”
Clinical Psychologists too have attempted to explore and research into the psychological needs 
of people from different ethnic groups. These have ranged from an interest in the uptake of. 
psychological services by ethnic minority groups attending general practices (Wilson and 
MacCarthy 1994) to reports on the development of clinical services that were firmly based in 
these communities (Mahtani and Marks 1994). Clinical Psychologists were also calling for the 
profession to move on from theorizing about race, ethnicity and culture to changing their practice 
(Nadirshaw 1993).
However a serious shortage of research in the field of ethnicity and mental health was recognised 
(Kareem and Littlewood 1992, Karmi and McKeigue 1993). Some studies pointed to difficulties 
in carrying out research in the absence of routine ethnic data collection (Karmi and McKeigue 
1993). It was also acknowledged that most studies were mainly confined to a small number of 
General Practice and hospital patients who might not be representative of the general ethnic 
population. A variety of ad hoc methods of data collection and ethnic monitoring of services were 
reported (Horton 1993).
The above situation resulted in a recommendation for an effective, sensitive, acceptable and 
standardised methodology of ethnic data collection and monitoring by the Department of Health 
(Department of Health Report 1993).
In line with an earlier proposal made by the Commission for Racial Equality (1978) the purpose 
of ethnic data collection was to generate service related issues which could be monitored. This 
could form the basis from which equal opportunity in service provisions to people from different 
ethnic groups could be observed (Heath 1991).
h. The present studv:
Aims and Objectives:
The present study had several complementary aims. Firstly it represented a preliminary audit of 
routinely collected data pertaining to the ethnicity of attenders to an adult mental health 
psychology service. The audit presented data on ethnicity collected over a period of nine months. 
Secondly the audit also aimed to provide an account of the process of initiating ethnic monitoring
64
of referrals to the service. Thirdly the audit further aimed to analyse findings both in terms of 
service use by different ethnic groups and to identify possible improvements which could be 
monitored. Data on ethnicity was appraised in order to raise issues, generate thoughts and feed 
into a continuous process of monitoring and change in the direction of the development of equal 
opportunity.
The above aims were guided by two main objectives. These objectives set out as audit questions 
were as follows:
1. Would attenders to the adult mental health psychology service respond to a question on 
ethnicity?
2. What were the composition of the different ethnic groups attending the department? 
Rationale:
Located in an inner city with a high percentage of diverse ethnic groups (Enfield and Haringey 
Annual Health Report 1994/95) the Psychology Department had long recognised the need to 
observe and collate data regarding the use of its service in relation to the diverse ethnic population 
of the district. In this respect the department welcomed the recommendation of the health district 
to collect data and to monitor the ethnicity of clients using its service.
Acceptance as indicated by a high positive response from patients to a question on ethnicity 
would enable the service to generate discussions regarding the feasibility of gathering further 
information on ethnicity from attenders. The gathering of information could further explore the 
psychological needs of different ethnic groups which could then form the basis of future research
and monitoring.
An exploration of the composition of the ethnicity of attenders could enable observations of the 
pattern of use by different ethnic groups and to compare them where possible with their 
distribution in the local population. This could further generate discussions on strategies to 
encourage attendance that could then be monitored.
c. The current work situation:
The Psychology Department was a relatively young department, part of the service having been 
relocated from an instituitional psychiatric setting to a more community based hospital with the 
establishment of a District Psychology Service. The department comprised of six divisions each 
headed by a divisional coordinator. These were in the areas of Adult Mental Health, Continuing 
Care, Older Adults, Children and Adolescents, Learning Difficulty and Training & Consultation.
The present audit was based on an exploration of attenders to the Adult Mental Health 
Psychology Service. Members of this division often had sessions in other services of the 
department. The Adult Mental Health Psychology Division received approximately ten referrals 
a week. These referrals came from various professions, a large majority from Psychiatry and 
General Practice.
Concern for what the service should be doing and with changing practice resulted in the 
production of a questionnaire by the Adult Mental Health Psychology Division which was given 
to patients prior to attendance (see Appendix J). The ethnicity of attenders was included in the
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questionnaire.
The use of the questionnaire was twofold. Firstly it was used to gather basic information on 
referrals for the purpose of audit. Secondly it included open-ended questions to prompt attenders 
regarding reasons for referral in order to aid the process of assessment.
The collection of data from the questionnaire coincided with the move towards computerisation 
of patient database in the department. Data on ethnicity became part of a general patient 
database questionnaire given to referrrals prior to their attendance.
(L The referral process:
The Head of the Adult Mental Health Psychology Service coordinated all adult referrals to the 
department requiring out-patient appointments.
On receipt of referrals the administrative staff was requested to immediately register the names 
of patients and the date the referrals were received on a computer database. A standard letter 
acknowledging the receipt of referrals was also sent to both referring agents and referred 
patients. This included information on the possibility of a delay of about two months. This 
strategy was initiated due to the high number of referrals and the increased waiting list for 
patients waiting to be seen. By acknowledging receipt of referral and some explanation for the 
reasons for waiting the initial letter hoped to contain referrals’ anxieties concerning the waiting 
time.
The Head of Service periodically checks on the waiting times of patients and informed the
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administrative staff to send another standard letter to referrals nearing the end of their two 
months’ wait. This letter was to determine whether an assessment/treatment was still required. 
A stamp-addressed envelope was enclosed which referrals could use to state their wish to be 
seen. This was seen as a necessary procedure in filtering out possible non-attenders. In a previous 
observation the Adult Mental Health Psychology Service recognised a high rate of non- 
attendance to the out-patient service. More than half of referred cases normally did not attend 
their first appointment.
Referrals’ response indicating their wish to be seen was noted by the administrative staff. The 
Head of Service was informed of those referrals that wished to be given an appointment. A 
Clinical Psychologist was then allocated.
On receipt of response from referrals indicating their wish to be seen the patient questionnaire was 
sent to them by the administrative staff. The referrals were requested to send back the 
questionnaire in a self-addressed envelope while they wait for the appointment from the allocated 
Clinical Psychologist.
All patients who indicated a need to be seen were offered an appointment even though they might 
not have returned the questionnaire.
On receipt of the returned questionnaires the administrative staff entered some of the responses 
to the structured questions such as age, address, gender and ethnicity on the database. The 
questionnaire was handed to the allocated Clinical Psychologist. An assessment appointment was 
then given by the Clinical Psychologist to the patient.
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p . The process o f implementation: professional issues and procedures employed in the 
present audit:
Prior to its implementation the use of the patient questionnaire for the collection of data on 
ethnicity was initially explored with all staff in the Psychology Department. It became apparent 
from the discussion that the introduction of ethnic record keeping for the purpose of monitoring 
was not a straightforward process. Several issues were raised and these were in relation to:
understanding the scope and limitation of ethnic record keeping and monitoring, 
exploring their method of introduction, thinking about necessary groundwork 
preparation, clarifying issues pertaining to maximising response and working out the 
details of implementation.
These are now summarised.
a Understanding the scope and limitation of ethnic record keeping and monitoring:
Discussion on the scope and limitation of ethnic record collection was primarily concerned with 
the consideration of why information on ethnicity was needed and the ways in which it would be 
possible to use the information once collected.
Interests in the psychological needs of different ethnic groups were prominent in both academic 
and clinical presentations in the department. Academic lectures from prominent professionals in 
the field of ethnicity were strongly supported. Workshops on intercultural therapy where staff
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could bring in aspects of their work with different ethnic groups were well attended. In this 
respect the recognition of the need to collect data on ethnicity was seen as a positive 
development and was initially greeted with enthusiasm. There was tacit approval that ethnic 
record collection should cover all the services provided.
The scope of ethnic data collection and monitoring were firstly explored in relation to their 
advantages. It was thought that ethnic records could provide an accurate picture of current 
service use by different ethnic groups attending the department. It was also felt that an 
examination of ethnic records could raise questions about particular issues in the use of service 
by different ethnic groups that could warrant further examination. For example the loss of 
attendance from a particular ethnic group could be a problem of language where procedures in 
the assessment including the need to fill in a questionnaire were not understood. Further it was 
felt that ethnic data collection could provide baselines for planning, target-setting and measuring 
change. The collection of data on ethnicity was felt to be important and necessary initial steps to 
fulfil a developmental role in generating interest and awareness of equality issues in relation to 
ethnicity.
Through a discussion of the scope of ethnic record collection a pilot study was thought 
necessary. In this respect the collection of ethnic records on attendance to the Adult Mental 
Health Psychology Service was suggested. This was because a large proportion of the 
department’s resource was in adult mental health. As such on grounds of equity it seemed 
necessary that there was adequate and equal access to its service by all sections of the population. 
It was for this reason that the Adult Mental Health Psychology Service was chosen as a pilot 
study into ethnic data collection and monitoring.
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b. Exploring data collection:
Discussion was initially focussed on who would be the best staff group to address the question 
of ethnicity to referrals. The question of how and in what form this took place were also raised.
The administrative staff felt the lack of skill in interviewing techniques and feared persecuting 
referrals on a sensitive question like ethnicity. This view was partly shared by the professional staff 
who generally felt that asking a direct question on ethnicity through personal contact could be 
intrusive especially with regards to some people from ethnic minority groups who were refugees 
from oppressive government regimes. It was also felt that perceptions of intrusion by patients 
could affect the positive development of therapeutic relationship which was seen as a naturally 
evolving process. However other staff quoted recent studies in intercultural therapy like that of 
Kareem and Littlewood (1992) who reported that stating one’s ethnicity was seen as confirming 
one’s identity and would encourage engagement in therapeutic work.
Through the above discussion it was firstly felt necessary to ascertain response of referrals to an 
ethnicity question included in a questionnaire format that consisted of other questions as part of 
a general patient data base collection. The collection of ethnic data was recognised as an 
administrative procedure separated from direct therapeutic contact. The questionnaire was sent 
by the administrative department and the psychologists were not directly involved in asking 
question on ethnicity. Being that no personal contact with patients was involved staff’s anxiety 
regarding creating antagonism in the process of asking patients about their ethnic origins and the 
fear of using inappropriate words in their exploration were minimised. Anxiety regarding the 
blurring of therapeutic engagements and boundaries was thus contained.
71
Another important area of concern for both administrative and professional staff was on the issue 
of client confidentiality. Some anxieties were raised in relation to possible clients’ concern with 
regard to misuse of personal information. Fears that data could be wrongfully used as a step 
towards reverse discrimination were expressed. Some staff believed that whatever the motivation 
for collecting data the differentiation of people on ethnicity was in itself discriminatory and 
wrong. It was also thought that ethnic data collection might deter prospective clients from 
attending the service. These were legitimate concerns that needed to be addressed. To ensure 
confidentiality access to data was made available only to administrative staff and Clinical 
Psychologists. The department also had a policy whereby patients’ records were strictly kept in 
the department and tracers kept for files taken away. The Health Trust also had a policy allowing 
patients access to their files if a written request was made to the relevant head of service.
c. Thinking about necessary groundwork preparation:
The importance of staff training and consultation in the implementation of ethnic record keeping 
and monitoring was recognised by the department. Even though training from an expert in the 
field was not called upon several meetings of staff from the Adult Mental Health Psychology 
Service were convened. These concentrated on the relevance of ethnic record keeping as a 
process of generating issues for the monitoring of equal opportunity. It also emphasised that 
ethnic monitoring concerned everyone and not just “ethnic minorities.” The principle of record 
keeping, its scope, a timetable for its introduction and procedures to be followed were the focii 
of discussion.
The need for further training in ethnic record keeping and monitoring were also voiced by staff. 
These included understanding the pros and cons of ethnic classifications and exploration of the
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socio-demography of the distribution of ethnic groups in the district. Exploration of the need and 
availability of community support for different ethnic groups was also voiced. Invitations to 
representatives of community groups were borne in mind for future planning. These meetings 
were thought important in order to engender a creative exchange of dialogue.
The importance of staff consultation as a process in the implementation of ethnic record keeping 
was also emphasised in the literature (Connelly 1988, Horton 1993). These studies reported that 
discussions in staff groups prior to the implementation of ethnic record keeping and monitoring 
ensured a successful outcome particularly in respect of less staff resistance. The Health and 
Ethnicity Programme of the King’s Fund (1991) further reported that staff acceptance enabled 
the integration of ethnic data collection and monitoring into current administrative procedures. 
In this respect the collection of data on ethnicity would not be seen as an ad hoc item that could 
cause disruption to staff and services.
e. Clarifying issues pertaining to maximising response:
This involved the consideration that the successful outcome of ethnic record keeping and 
monitoring depended on the positive compliance of respondents. The introduction of the purpose 
of ethnic record keeping and monitoring together with the use of appropriate phraseologies in 
different ethnic languages were explored as it was felt to be positively linked to a maximised 
response from patients.
A final decision was made to only explain the purpose of questionnaire which included question 
on ethnicity to people referred to the Adult Mental Health Clinical Psychology Service as 
“help(ing) us a lot when we first see you.” Confidentiality was also stated.
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d. Working out the details of implementation:
The most difficult discussion for the department was the thorny question of ethnic classification. 
This was because the terminology of race, ethnicity and culture was a source of continuing debate 
with no agreed taxonomy. Staff discussions recognised that the word “ethnic” reflected a 
complex of colour, country of origin, cultural identity, ideology and race. The choice of a system 
of classification confined to one or other of these attributes was thus unlikely to be satisfactory. 
Initial discussions were often reduced to arguments about terminology. Interestingly the 
confusion regarding classification and terminology were also reported in the literature (Fox and 
Shapiro 1988, McKenzie and Crowcroft 1996).
Discussion on ethnic terminology also focussed on the feasibility of self-classification. The 
possibility of doing this was seen as particularly useful in light of the uncertainty regarding the 
acceptibility of ethnic data collection by referred patients. However it was felt that this could 
result in too many categories to make subsequent analysis possible.
The use of a standard classificatory system such as that of the OPCS (Office Of Population 
Census and Survey 1992) was also considered. The OPCS classification was reported to have 
a high level of public acceptibility and could be used as an essential denominator from which data 
could be compared with the local population (Horton 1993, Pringle and Rothera 1996, McKenzie 
and Crowcroft 1996). However at this initial stage comparability was judged as less important 
than the need to encompass the experience of staff members with the spectrum of different ethnic 
groups of the local population. The classification of ethnicity based on colour such as white or 
black in the OPCS classification was also criticised for overlooking cultural diversity that might
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not necessarily give a true picture of ethnic variation in the population. An example was the 
category of “Other Europeans” in the OPCS. This showed the presence of Irish, Greek, Cypriot 
and Turkish people in a community. The aggregation of these communities into a “White” 
category was said to disregard their different cultural experiences and particular health concerns 
associated with them (Horton 1993). Suggestion to determine these groups based on the head 
of household met with some problems. It was argued that ethnicity was not a function of the place 
of birth and that ethnicity of a household was not the same as that of the head of household 
(Haringey Census Report 1993). Pilot studies of the Health and Ethnicity Programme (Kings Fund 
1993) showed that a number of patients were both confused and dissatisfied with the “White” 
ethnic category.
The experience of staff members with regards the different ethnic groups in the district resulted 
in the ethnic categories stated below. These were generated through regular clinical case 
presentations and further explored in the intercultural workshops where different ethnic 
categories were presented and discussed. The section regarding ethnic origins in the 
questionnaire was introduced as follows:
“To which ethnic group do you consider you belong? If you are descended from more than one 
ethnic or racial group, please tick the group you consider you belong to, or tick ‘Any other ethnic 
group’ and describe your ancestry in the space provided.”
Clients were requested to place ethnicity from the following categories:
African, Caribbean, Asian, East African Asian, Chinese, EEC European (except British), Filipino, 
UK/Irish, Greek Cypriot, Turkish Cypriot, Other European, Any other please specify.
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The above classification broadly combined both culture such as Caribbean with race such as 
Chinese. It was also recognised that the use of these ethnic categories was complicated. For 
example the term Chinese could denote both a cultural and a racial group. Contradictions were 
also recognised in the combined category UK/Irish. In this category cultural difference was 
ignored and the specific psychological needs of the Irish as a separate group requiring particular 
monitoring as suggested in the literature (Littlewood and Lipsedge 1989, Kareem and Littlewood 
1992, Muintearas 1996) was overlooked.
Attenders who returned questionnaire and responded to the question on ethnicity was observed. 
The composition of people from different ethnic groups who attended and returned questionnaire 
was also noted. Findings are presented in relation to the,audit questions set out in the beginning 
of this introduction.
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SECTION TWO: FINDINGS FROM ETHNIC RECORDS.
As a preliminary observation the department received a total of 443 referrals over a period of 
nine months during the course of this study. However only 154 (34.76%) of referred cases 
returned questionnaire and attended a first assessment. A large number of referred cases did not 
attend their appointment. It was not recorded on the database how many returned questionnaire 
but did not attend first appointment
A substantial drop-out in attendance made observation regarding equality of opportunity difficult. 
It was thus difficult to ascertain whether those who confirmed appointments but did not return 
questionnaire and not attended did so as a result of having to respond to a question of ethnicity. 
Equally it was difficult to observe whether those who did not return questionnaire but confirmed 
appointments and attended did so because they did not particularly want to disclose their ethnic 
identity.
The following findings were thus restricted to recorded data pertaining to those that attended and 
returned the questionnaire.
a. Findings in relation to the audit questions:
Question 1:
Would attenders to the adult mental health psychology service respond to a question 
on ethnicity?
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Numbers Percentages of 
attenders
1. Returned questionnaires 154 100
and attended
2. Response to question on ethnicity 135 87.66
from questionnaires received from those
attended
3. No response to question on ethnicity 19 12.34
from questionnaires received from those 
attended
The above figures showed that referred clients that responded to the questionnaire and attended 
normally answered the question on ethnicity. A small percentage (12.34%) of attenders did not 
respond to this question.
Question 2:
What were the composition of the different ethnic groups attending the 
department?
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/. Ethnie group composition of attenders using present departmental classi fication :
The following ethnic categories of attenders who returned questionnaires were observed:
Ethnic Background No. Of % of
Clients Clients
White (UK & Irish) 88 57.14
African 6 3.9
Caribbean 3 1.95
Asian 4 2.6
East African Asian 0 0
Chinese 0 0
EEC European (except British) 4 2.6
Filipino 0 0
Greek Cypriot 9 5.83
Turkish Cypriot 13 8.44
Other European 3 1.95
Any Other please specify 7 4.6
Non-responses 19 12.34
Total 154 100
As a preliminary screening the findings showed more than 50% of attenders who responded to 
questionnaire were “White” (UK and Irish). “White” (UK/Irish) attenders were comparatively 
higher than other ethnic groups attending the Department.
An interesting although tentative observation was that some respondents were able to specify 
their ethnicities under the “Other European” and “Other” categories when they were not able to 
locate themselves on the classification presented. Those included under the category of “Other 
European” specified themselves as New Zealanders and South Americans (3 cases). Mauritians 
and Sri Lankans specified themselves under the category of “Any other please specify” (7 
cases). These respondents could not place themselves in the ethnic categories provided.
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il Re-aggregation o f ethnic categories:
A cautious attempt was also made in this study to re-aggregate present data with that of the 
OPCS wherever possible. This was done with the aim of generating discussion of findings with 
the general population where necessary. The OPCS classified Africans and Caribbeans as Blacks. 
The Irish, Greeks and Turkish were categorised as White. Filipinos were not considered a 
separate category and could be included under others. The Asian category was broken down in 
the OPCS as Indian, Pakistani and Bangladeshi.
A re-aggregation of present categories in line with the OPCS classification as recommended in 
the literature (Horton 1993) indicated the following breakdown. Categories in brackets indicate 
present Department’s classification.
No. Of Clients % of clients % in population
Black - (Caribbean) 3 1.95 9.3
Black - (African) 6 3.9 5.5
Indian 3.6
Pakistani 0.7
Bangladeshi 1.5
(Asian) (4) (2.6) (5.8)
Chinese 0 0 0
White 117 75.96 71
(White UK/Irish, Greek and Turkish Cypriot, Other European, and EEC Europeai
British)
Other (please describe)
7 3.25 -
No-response 19 12.34 -
Total 154 100 100
The re-aggregation assimilated the department’s two categories of Caribbean and African into 
Black - Caribbean and Black - African (ie assumed valid to add “Black”).
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Unfortunately the Asian category could not be re-aggregated into Indian, Pakistani and 
Bangladeshi as in the OPCS classification.
There was no referrals of Chinese people. East Asian and Filipino people were also not observed 
in the attendance to the department.
A higher number in the “White” category was observed. This increase was attributed to the 
addition of “Other Europeans” and “Turkish and Greek Cypriots” to the UK/Irish category.
Re-aggregation showed that the attendance of people from ethnic minority groups was lower 
than those of the “White” population when compared to their distribution in the local population 
as determined in the OCPS classification. The figures showed that attenders from ethnic minority 
groups comprised 10.35% when compared to their presence in the general population of 20.6%. 
In contrast at 75.96% the attendance of White people was consistent with their presence in the 
population at 71%. However these observations needed to be taken with some caution. Firstly 
it was difficult to ascertain from the present sample whether there were fewer referrals of people 
from ethnic minority groups. Secondly it was also difficult to observe whether fewer people from 
ethnic minority groups chose to attend/returned questionnaire. Thirdly caution was also needed 
in generalising findings as the numbers in the population who would answer a question on 
ethnicity was not previously determined.
In summary the data on attenders who returned questionnaire showed that a large proportion 
responded to a question on ethnicity. A breakdown of attenders according to ethnicity as re- 
aggregated on the OPCS classification showed that “White” attenders were consistent with their
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distribution in the population. The attendance from people from ethnic minority groups were 
lower in comparion to their distribution in the population. However these findings were 
constrained by lack of background information pertaining to the referral process that might 
impact on attendance/non-attendance such as confirmation of appointments, retum/non-retum of 
questionnaire and possible links to answering question on ethnicity. Further the small sample size 
of attenders particularly of people from ethnic minority groups presented difficulty in observing 
further patterns of relations between ethnicity and other variables such as referrer, age and other 
socio-demographic categories. The small sample size also made it difficult to generalise findings 
to the population.
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SECTION THREE: DISCUSSION.
This section is divided into two parts. The first part explored points raised from observations of 
questions posed for the study as outlined at the end of the introductory section. This was 
followed by a summary of salient features generated by the study that included ideas for future 
research and ethnic monitoring.
a. Points raised from observations around questions posed for the study:
Question 1:
Would attenders to the adult mental health psychology service respond to a question 
on ethnicity?
The finding showed a positive response at 87.66%.Unfortunately it was not possible to compare 
figures for non-responses to other questionnaire items such as age and sex. Nonetheless the 
present observation was comparable to results shown in other studies. For example Horton 
(1993) reported that in pilot studies on health and ethnicity the response rate of patient’s 
willingness to answer an ethnicity question based on the OPCS classification was at 95%. A 
similar positive finding was noted by Pringle and Rothera (1996) in a feasibility study based in a 
health centre.
Even though only a small proportion (12.34%) of attenders who returned questionnaires did not 
respond to a question on ethnicity in the present study it was nonetheless an important issue to 
further explore and monitor. It was difficult to ascertain reasons why some attenders did not
respond. Future considerations could include an additional open-ended question at the end of the 
section on ethnicity in the questionnaire to prompt respondents’ feelings regarding answering a 
question on ethnicity. This could form the basis for analysis and future monitoring to encourage 
100% response from attenders.
However the present finding of positive response needed to be taken with caution. The figures
t
obtained was not based on an OPCS classification unlike the studies by Horton (1993) and 
Rothera (1996). Nonetheless it was observed in the present study that the majority of referred 
cases that wanted to attend and returned questionnaire indicated their ethnicity. This finding was 
both encouraging and problematic as discussed below.
On the one hand the present observation of positive response to a question on ethnicity showed 
the feasibility of gathering further information from prospective attenders on the notion of 
ethnicity. These could generate descriptive information on ethnicity which as stated previously 
was realised as a very complex notion. Information such as language used, place of birth and 
other questions pertaining to ethnic experience couched in questions that were facilitative could 
engage referrals and engender valuable data that could lead to further hypotheses-led researches 
into ethnicity and mental health (McKenzie and Crowcroft 1996).
However on the other hand the issue was complicated by the fact that the observation was based 
on those that attended. In the period in which the study took place the department received 443 
referrals. Out of these referrals only 154 attended and returned questionnaire. This amounted to 
only 34.76% attendance. The present observation indicated that only the majority of those that 
attended and returned questionnaire responded to a question on ethnicity. It was difficult to
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ascertain reasons for non-attendance in a high majority of referrals.
Further as to whether non-attendance was particularly linked to non-compliance to answering a 
question on ethnicity could not be established. Certainly both Horton (1993) and Pringle & 
Rothera (1996) indicated high public acceptance to being asked a question on ethnicity. This 
might indicate that non-attendance was not necessarily directly linked to non-compliance to 
answering a question on ethnicity Further Kareem and Littlewood (1992) reported that in their 
work with people from ethnic minority groups stating one’s ethnicity was seen as confirming 
one’s identity which was regarded as a positive action in therapeutic transactions. This would 
encourage referrals particularly of people from ethnic minority groups to respond to a question 
on ethnicity and attend. Nonetheless it was realised that this could be an oversimplication. This 
was because people from ethnic minority groups should not be seen as a homogeneous group and 
that there could be the likelihood of different responses from within and between different ethnic 
groups. The notion of mixed race presented further complexity and responses depended on how 
the question was asked.
However in the reports by Horton (1993) and Pringle & Rothera (1996) introductory statements 
explaining the purpose of ethnic data collection were given to patients. This was not available in 
the present study and could be a relevant variable in observing non-attendance and needed to be 
carefully thought through in further explorations.
Another difference between the studies by Horton (1993) and Pringle & Rothera (1996) and the 
present audit was that they were based on attendance to health centres of primary care services 
unlike the present study which was based on data collected on a specialist service like Psychology.
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The difference in the setting could have an impact on attendance and not necessarily attributed 
to non-compliance to answering a question on ethnicity. It would be interesting to observe how 
consistent the DNA rate was in previous recordings of referrals to the department.
The issue of non-attendance and non-compliance to answering a question on ethnicity might also 
be usefully explored in relation to an observation of the ethnic composition of those that attended. 
For example the majority of attenders could be “White” and had no difficulty in responding to 
a question on ethnicity. This might not necessarily apply to people from ethnic minority groups 
who might not attend and might also have some difficulties in responding to a question on 
ethnicity. This could raise issues concerning the possible relationship between responding to an 
ethnic question and non-attendance by people from ethnic minority groups.
An important issue to also raise is the exploration of equality in referral rates to the service as 
well as issues pertaining to attendance and service provision. It might be that attendance was low 
because referrals from services in the district were not high.
Nonetheless non-attendance was recognised as a very complex matter. It was often related to a 
multiplicity of issues such as stigma, ambivalence particularly in adolescence and young people 
and the availability of community support outside of mental health services (Sprinthall and Collins 
1996).
Some of the above points were readdressed in relation to an exploration of findings from the next 
audit question.
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Question 2:
What were the composition of the different ethnic groups attending the
department?
Even though the majority of attenders responded to present ethnic categories used and that the 
ten respondents who did not specified their ethnicities under a separate “Other” category it was 
nonetheless prudent to heed caution in the analysis of the composition of ethnicities attending the 
department. Connelly (1988) warned against a simplistic accusation of unfair play of services 
showing lower attendance by people from ethnic minority groups in comparison to the “White” 
population. Issues raised by the results were complex and the following were a few observations.
Firstly the inclusion of Irish people in the UK/Irish category was previously alluded to as 
problematic (see pages 75 and 76). Secondly the difficulty of comparing results on ethnicity with 
the population was also previously commented on (see page 81). Thirdly an important 
observation was the difficulty in generalising from present data set with confidence. Recording 
of attendance/non-attendance in relation to confirmation and return of questionnaires was alluded 
to earlier (see page 82). As such the observation that the percentage of “White” attenders were 
consistent with their distribution in the local population could only be taken very cautiously.
Reorganisation of present categories could take two forms. The first involved the retention of 
present format with some reorganisation of categories. The second involved the re-aggregation 
of categories in relation to a uniform classificatory system that could enable comparison with the 
population. These are now discussed.
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If the present format of ethnic classification was retained the use of the "Other European and 
Other” categories could be further carefully observed. This was related to an important 
observation made earlier of those respondents who were not able to fit into the ethnic categories 
provided but were nonetheless able to specify their ethnicities in the “Other European” and 
“Other” categories. The presence of different ethnicities in these categories could be further used 
to accumulate data on the different ethnicities attending the department but were not able to 
specify themselves on the list provided. These data could be monitored periodically to determine 
whether the different ethnicities present were mutually exclusive and exhaustive enough (Horton
1993) to warrant them as separate ethnic categories in the system of classification. For example 
it could be possible for the categories Filipino, Chinese and East African Asian to be dropped 
temporarily as no respondents reported these categories in the last nine months. Even though it 
was recognised that there was nothing wrong with a comprehensive classificatory system it could 
be possible for the purpose of generating further ethnic categories for example for people from 
these ethnic groups to be temporarily observed if necessary under the “Others” categories and 
monitored. These ethnic groups could form separate categories of their own if through the 
monitoring it was felt that the numbers of attenders were sufficiently large enough. For the 
moment it would be feasible to monitor numbers of New Zealanders, South Americans, 
Mauritians and Sri Lankans that were put under the “Other” categories and to re-assess their 
viability as separate categories at a later period.
However a departure from present system of classification involved a re-aggregation of ethnic 
categories in line with findings from the OPCS. Nonetheless re-aggregation of ethnicities could 
only be used as tentative observations that required further monitoring. For example the notions 
of ethnicity, race and culture were recognised as complex. The introduction of colour onto
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heterogeneous cultural groups was problematic. For example ethnic groups such as Caribbean and 
African Europeans and Chinese were present in both Caribbean and African communities. 
African, Caribbean and European were not homogeneous entities. African and Caribbean need 
not necessarily denote black ethnicities. Re-aggregating African and Caribbean into Black 
African and Black Caribbean could be misleading.
Equally problematic was the observation that the Asian and East African Asian categories as 
found in present departmental classification could not be differentiated into Indians, Pakistanis 
and Bangladeshis as in the OPCS classification. The Filipino category too could not exist as a 
separate category and could only be listed under the “Others” category.
However it is important not to reduce perspectives to arguments about terminology (McKenzie 
and Crowcroft 1996). Rather the purpose of the study is to raise issues and generate discussions 
that may indeed result in a radical re-assessment of the ethnic categories presently used in the 
department. Nonetheless it is important to note the lack of rigorous discussion in the clinical and 
academic communities regarding the value of classifying people by ethnicity. Some reports 
referred to the process of classifying people by ethnicity as motivated by ideological and political 
reasons which resulted in labelling and misrecognising the psychological needs of people from 
ethnic minority groups (Sashidaran 1987, Kareem and Littlewood 1992). A diversity of opinions 
also existed within the population of ethnic minorities. A complexity of colour, race and culture 
informed these discussions (Connelly 1988, Bradby 1995).
The use of family origin in ethnic classification combined with a flexible and practical approach 
in the exploration of ethnicity was recently proposed by Modood and Berthoud (1997). The
assumption underlying this proposal was that ethnicity was a multifaceted phenomenon based on 
physical appearance, subjective identification, cultural and religious affililiation, stereotyping and 
social exclusion. These components were also recognised as different within and between 
different countries. Modood and Berthoud (1997) stated that it was important to identify these 
different ethnic boundaries in any particular society.
Modood and Berthoud (1997) argued that family origin was in most cases a matter of fact, as 
opposed to a matter of opinion. Family origin remained the same for an individual throughout 
his/her life. This was handed down from parents to children. The classification of family origin 
proposed by Modood and Berthoud (1997) included: White British, Black Caribbean, Indian 
Caribbean, Indian, Pakistani, Bangladeshi, Chinese, Other and Mixed.
In the allocation of individuals to ethnic groups Modood and Berthoud (1997) suggested a 
flexibility of approach. The first criterion was that of family origin. If this did not result in an 
unambiguous answer a classification based on group membership such as in the OPCS was used. 
If this was still not found to be conclusive a check question used by interviewers was used.
The above approach to ethnic classification formed the basis of an in-depth sociological enquiry 
of people from ethnic minority communities in Britain. However as agreed by Modood and 
Berthoud (1997) it did not deal adequately with people of mixed parentage. This was because 
allocation of ethnicity was based on respondents having to choose only one element of their 
heritage or to declare themselves as "mixed."
The proposal by Modood and Berthoud (1997) of a flexibility of approach could be a useful
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option for future exploration. This was unfortunately beyond the scope of the present audit.
The present study was intended not to misrecognise or label the different psychological needs of 
people but to engender a discussion around the possibility of monitoring for the purpose of 
discussing standards around equality of opportunity to different ethnic groups. This is attempted 
below.
Firstly an important feature was that of non-attendance. Reasons for non-attendance to 
psychology service were variously described in the literature (Markman and Beeney 1990, Startup
1994). For the intention of generating discussion for future monitoring it might nonetheless be 
tentatively observed that some people from ethnic minority groups such as Black 
Caribbean/African and Asians were not attending. If this was the case than several issues could 
be considered.
The issue of whether people from ethnic minority groups were referred but not attended could 
be further monitored. It was unfortunately not possible to know whether the percentage of those 
that were referred were people from ethnic minority groups as no ethnic categories were used by 
both Psychiatrists and General Practitioners presently referring. In light of recommendations for 
ethnic monitoring in health services generally it might be prudent to raise the issue of a uniform 
classification of ethnic categories across the health district. This could enable the monitoring of 
referrals and attenders.
Secondly several strategies could be employed that could be monitored. Non-attendance could 
be attributed to not understanding the purpose of the questionnaire. The use of introductory
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statements to positively encourage respondents to participate in the general questionnaire and 
the section on ethnicity could be initiated. In order to minimise mis-trust as reported in the 
literature (Fenton 1985, Nzegwu 1993) confidentiality could also be emphasised. However in the 
process of the present audit it was unfortunately realised that both the issue of confidentiality and 
patients’ access to files were not directly communicated in the questionnaire and needed 
rectification. Connelly (1988) indicated that an explanation of who had access to the data and for 
what purpose were important. This should include statements concerning observation of the data 
for assessing service use and for the purpose of developing equality of opportunity to all client 
groups.
A further observation was that unfortunately in the question regarding ethnic origins no 
introduction of its purpose was stated. This was realised as a glaring oversight especially in light 
of discussions on confidentiality. It was difficult to ascertain why an introduction was not 
included. It might be that issues regarding the purpose of the questionnaire and assurance of 
confidentiality was already communicated in an introductory paragraph to the questionnaire. 
Steps to rectify the situation were borne in mind for future action. A suggested format could 
include the following statements:
"In order to improve our service and to allow for equal access to all ethnic groups referred to us 
we would like you to fill in the following question regarding your ethnicity. The information will 
be kept in strict confidence to the staff working with you and will only be used to provide data 
for the monitoring of service use by clients referred to us.”
These could also be translated in ethnic languages to further encourage participation. It might be
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possible that non-attendance could be linked to not understanding the language used. Referrals 
and attendance could then be monitored to appraise whether setting up these changes initiated 
increased uptake of service.
Thirdly non-attendance in people from ethnic minority groups could also be attributed to 
perceived long waiting times. For example Fenton (1985) and Kareem and Littlewood (1992) 
reported that Asians often needed immediate help for psychological problems very concretely 
felt. Long waiting times could thus result in non-attendance. However reducing waiting times in 
light of increased referrals as reported in the literature (Startup 1994) could be a very complex 
matter. A possible research to monitor attendance of people from ethnic minority groups with 
reduced waiting times in a sample of referrals could be a useful project. Nonetheless care in the 
design of the research should need special attention. People from ethnic minority groups were 
not a homogeneous entity and different ethnic groups could have different expectations of 
psychological help. Further the implementation of controls with regards diagnoses could be 
problematic. The literature indicated concerns regarding the appropriate use of european-based 
assessment and diagnosis on people from different ethnic minority groups (Kareem and 
Littlewood 1992). These different variables needed to be carefully assessed prior to the 
implementation of research.
Fourthly closer liason as recommended in the literature between Clinical Psychologists and their 
referrers could encourage more referrals to attend (Griffiths and McCormack 1993, Thomas and 
Comey 1993). Research into the needs of people from ethnic minority groups at the point of 
referral to psychology from referrers to the service could highlight pertinent issues for uptake of 
service which could then be monitored. A sample of referral agencies could be initially
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monitored.
It is also appropriate to refer to a recent study exploring some issues pertaining to low uptake and 
lack of access of clinical psychology service to people from ethnic minority groups. Nadirshaw 
(1997) used a sample taken from users of mental health services that included black mental health 
voluntary sector workers and found that the majority of respondents had no knowledge about the 
role, ftmction and skills of Clinical Psychologist in a community mental health team. Even though 
respondents in the study understood that clinical psychology could generally provide “help with 
problems” the majority particularly those from the black mental health voluntary sectors were 
unaware and lacked information about the existence and role of clinical psychology services. 
Twenty per cent of respondents in the study wanted to be seen by a psychologist of the same 
ethnic background and gender. Nadirshaw (1997) further pointed that low uptake of services by 
people from ethnic minority groups were also due to different expectations held by respondents 
that were not met by mental health services. Both the need for holistic treatment as opposed to 
attention to pathology and request for therapist of the same background were often quoted as 
reasons for the low uptake of clinical psychology services and the increased development of the 
black mental health voluntary sectors.
A summary of issues raised in the discussion is now presented.
b. Conclusions/Summarv:
The present study was intended as a preliminary observation of data on ethnicity that was 
gathered in the department over a consecutive period of nine months.
94
In summary the present study observed the feasibility of three broad strategies for monitoring. 
These included:
1. A re-appraisal of items recorded in the referral process so that the monitoring of 
ethnicity could be systematically observed in relation to attendance/non-attendance to the 
department.This referred to stages in the referral process that were not observed which 
posed problems in the appraisal regarding attendance/non-attendance. For example the 
number of referrals returning forms confirming appointment two months after the initial 
referral was not noted on the database. It was thus not possible to determine the 
percentage of those who confirmed appointments and to compare them to the total 
number of referrals as well as to those that subsequently attended/not attended and their 
ethnic categories. A re-appraisal should also include observations of other questionnaire 
items such as age, sex, referrer and occupation in order in order to enable a fuller 
comparison of the ethnicities of referrals and attendance/non-attendance.
2. Changes to the questionnaire. These involved:
a. formalising the use of the OPCS classification to enable comparison with the 
population. The response to a question on ethnicity of those attending could then also be 
compared with more certainty with other studies on ethnicity based on the OPCS 
classification. Future patterns of the ethnicity of attenders could be compared to present 
re-aggregated data.
b. Gathering of data on ethnicity from the “Other” categoiy for future monitoring
c. Additional questions on ethmcity to provide further information for future analyses
d. Introductory statements facilitating the use of the questionnaire and question on 
ethnicity that include translations in ethnic languages. This could be monitored for
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increased attendance of people from ethnic minority groups.
3. Assessment of present procedures with regard waiting times and their effects on 
attendance of people from ethnic minority groups. The question of whether increased 
waiting times were more likely to increase non-attendance in people from ethnic minority 
groups than “Whites” in a sample of referrals needs to be explored. Issues generated could 
be monitored.
4. Research into the needs of referred cases at the point of referral when made by referrers 
in their practices to clarify areas of psychological need to enhance attendance. Ethnic 
data collection could be installed as part of a monitoring package.
It was realised that ethnic data collection and monitoring was a vast and complex field. The 
above were few considerations generated from an observations of present ethnic data collected. 
The main aim was not to level blame and accusation on service providers when lack of use were 
observed by different ethnic groups. Rather the primary task of ethnic data collection was to 
generate issues for review and monitoring in line with the development of equal opportunity in 
service provisions (Connelly 1988).
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APPENDIX 1:
HARINGEY PSYCHOLOGY DEPARTMENT
This questionnaire is sent out to all people who attend the Psychology Department for the first 
time. Although the questionnaire is quite long, it will help us a lot when we first see you. Where 
there are alternatives, please circle the appropriate answer. If there are any questions which seem 
unclear, do not worry, as we will be able to discuss these things when you come for your first 
appointment.
Please return the questionnaire in the envelope enclosed before you come for your appointment.
Finally, the answers you give to these questions are strictly confidential and will not be discussed 
with your family, employer, or anyone else outside the Department.
NAME:___________________________________________________________________ _
DATE: _____________________________________________________________
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(1) Are you: a)
b)
c)
d)
e)o
married
single
divorced
separated
widowed
co-habiting
(2) Are you living: a) alone
b) with your parents
c) in a flat share
d) with your partner 
(hband\wife\boyfriend\girlfriend)
e) other (please specify)
CHILDREN AGES MALE/FEMALE LIVING WITH 
YOU YES/NO
(i) Are you currently employed? Yes/No.
(ii) What is your usual or most recent occupation? 
Education
What age did you leave school?
What qualifications do you have?
(a) None
(b) CSE’s / 'O ' Levels / City & Guilds
(c) HND / ‘A’ Levels / GCSE’s
(d) Degree /Diploma
(e) Other (Please specify)
Are you registered disabled? Yes/No.
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Age now if not now Occupation
Or at living, your own
death age when he or
she died
Father 
Parents ______
Mother
Name Age Marital
Status
Details of 
your brothers 
and sisters 
and yourself 
in order of 
age
Please comment on your physical health in general; have you had any serious illness or accidents 
at any time in your life?
Can you tell us something of your childhood mentioning any changes or separations you 
experienced?
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Country of Origin
Please give country you were bom in.
Ethnic Origin
To which ethnic group do you consider you belong? If you are descended from more than one 
ethnic or racial group, please tick the group you consider you belong to, or tick ‘Any other ethnic 
group’ and descrbe your ancestry in the space provided.
African
Caribbean
Asian
East African Asian
Chinese
EEC European 
(except British)
Filipino 
UK/Irish 
Greek Cypriot 
Turkish Cypriot 
Other European 
Any oher please specify
What is your first language?
103
Are you taking any prescribed medication at the moment? If so, please specify?
Do you think you have ever had problems with drugs or alcohol?
Please describe the nature of your difficulties as you see them, mentioning how long you have had 
them.
In which ways do your difficulties affect your life?
Why have you come for help now?
Are you seeing, or has it been suggested that you see anyone else for help with your difficulties? 
If yes - please specify.
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Is there anything else you would like to tell us or you think would be helpful for us to know?
Thank you for taking the time to complete this questionnaire. Please make any comments you 
would like to make about the questionnaire or how it might be improved.
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A FORMÀTTVF, F.VAT.TTATTON RESEARCH INTO THE USE OF PSYCHOLOGY 
SERVICE BY AnOT.F.SCF,NTS AND YOUNG PEOPLE: A PRELIMINARY 
INVESTIGATION INTO ATTENDANCE/NON-ATTENDANCE.
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ABSTRACT:
Some general characteristics of adolescent psychological developments are firstly introduced. 
These are discussed with reference to the struggles that surround the onset of adolescence as well 
as those that pertain to leaving it. Normal adolescent difficulties and psychopathological 
problems are explored. These are further addressed in relation to problems pertaining to 
attendance/non-attendance to clinical sendees.
Two research questions are posed pertaining to the examination of case records. The first 
examines the possibility of differentiating cases in relation to the categories used to classify 
present referral data in order to highlight attendance/non-attendance. The second explores the 
experiences of referred cases with regard their psychological difficulties that are observed in 
relation to attendance/non-attendance.
The research evaluation combines: i. Categorical data from case records. Relationships of data 
are assessed on the Multidimensional Scalogram Analyses (MSA), ii. Qualitative analyses of 
responses to structured and open-ended questionnaire.
The MSA show cases to be grouped according to the following variables: attendance/non­
attendance, length of waiting times and ratings of psychological difficulty. Such groupings are not 
possible in relation to the following categories: age, referrer and locality of cases. However both 
the length of waiting times and ratings of severity are not directly linked to attendance/non­
attendance.
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Further observations further indicate that those cases who either stated urgency and out of control 
or are concerned to describe their difficulties are grouped together. These cases are normally seen 
between three to seven months and show an ability to wait. Those cases that are directed by 
others to attend are seen earlier and may show an inability to wait. All responses indicate chronic 
anxiety that predates adolescence. Findings also point to the under-representation to the service 
of those struggling in “normal” adolescence as well as those that are severely mentally ill. 
Observations are also noted in relation to patterns of family dysfunctions, separation difficulties 
and unemployment consistent with the low socio-economic ratings for the health district.
The need for a screening procedure for the assessment of urgent cases and a restructuring of the 
questionnaire to enable a fuller cross-comparison with local socio-demographic patterns are also 
discussed. References to further research, implications for clinical service and theoretical 
developments are also addressed.
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CHAPTER ONF: REVIEW OF THE LITERATURE AND RESEARCH QUESTIONS.
1.1
General Contexts:
There are several reasons for studying patterns of attendance/non-attendance to a service. Firstly 
a high rate of non-attendance has been shown not to be cost-effective to a service in terms of 
wastage in personnel time. Secondly the existence of a high rate of non-attendance in comparison 
to the rate of attendance has a demoralising effect on staff groups. Finally the utility of a service 
is called into question when it is seen as underused by its patient group (Startup 1994). The 
difficulties in reaching and engaging adolescents and young people who are likely to be non- 
compliant and who are likely to exhibit ambivalence in their use of clinical services have been 
variously referred to in the literature (Sprinthall and Collins 1995). However their usage of 
services and specifically in relation to attendance/non-attendance have never been systematically 
studied.
Attendance/non - attendance to clinical services is not a well-defined area of study and is often 
open to speculation (Markman and Beeney 1990). Several factors are raised in relation to 
attendance/non-attendance. Non-attendance in particular has been associated to the lack of 
detailed information given to prospective clients with regards to a service (Spector 1988). The 
absence of contact from a service to clients confirming their need for help has also been shown 
to relate to non-attendance. Contact of this nature is said to enable patients to opt-in to a service 
(Green and Gibbin 1989). Overly long waiting time to the first appointment has also been shown
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to impact on the pattern of attendance/non-attendance (Startup 1994).
The above studies have tended to concentrate on adult patients. Adolescents and young people 
have not been differentiated as a particular category in these researches. This can be due to several 
reasons.
A possible explanation can be that mental health services such as that of clinical psychology do 
not necessarily see the need for a specialist adolescent service. Adolescents between the ages of 
twelve to sixteen are normally seen in the context of child mental health services.Those above this 
age group are generally merged with that of general adult mental health services.
Research into the service needs of adolescents and young people are also not seen as important 
fields of study (Kutash etal 1994). Most studies in the field of child and adolescent mental health 
have tended to concentrate on clinical issues of outcome and process. Kutash et al (1994) points 
to a problem of generating these clinical findings into an evaluation of service needs. The 
transformation of knowledge into service proposals is identified as a problem (Hoagwood 1994). 
It is argued that services catering for the psychological needs of adolescents and young people 
often lag behind developments in researches and current knowledge that pertain to them (Kutash 
et al 1994). Further it has been pointed that service proposals that do exist are not wholly guided 
by research evidence and that there is also a recognised gap in epidemiological studies 
concentrating on the needs of children, adolescents and young people (Kutash et al 1994).
However demands for clinical audit and evaluation have prompted some services to publish their 
findings (Baruch 1995). The issue of attendance/non-attendance have still to be established in
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these reports.
Adolescents also present with a high degree of ambivalence to services thus making for some 
difficulties in research evaluation into their needs and the services that can be proposed for them 
(King 1991). The experience of adolescents and young people with regard to their need for help 
is an area that can extend current understanding pertaining to their use of services. An evaluation 
and exploration of the needs of adolescents and young people within an existing clinical 
psychology service can thus be seen as an important contribution to knowledge in this area.
There are reasons to expect that the study of attendance/non-attendance in adolescents is of 
interest. Adolescents are said to often express themselves through action (Copley 1993). In this 
respect attendance is at the interface between their world and the “adult” world of health 
services. How this contact is managed is likely to be significant.
The present study is a formative evaluation of the needs of adolescents and young people as 
determined by their attendance and non-attendance to a psychology clinic that receives referral 
for patients between the ages of 16-25. The evaluation proceeds through the examination of 
records of referred cases to a service. These are investigated with a view to establishing the 
relationship between service variables and the psychological needs of adolescents and young 
people to attendance/non-attendance.
This study is in line with present moves within the National Health Service (NHS) for evaluative 
studies that can aim at quality assurance of services (Cape 1990). The need to be more cognizant 
of the requirements of consumers through systems of assessments, audit and the setting up of
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appropriate standards of care is increasingly realised as important (Duff 1995). The burgeoning 
interest in evaluation research is testament to this development (Barker et al 1994).
The review in this chapter will be divided into several sections. The first section will explore some 
normative patterns of psychological developments in adolescence and young adulthood. The 
second section will review some aspects of psychopathology in this age group. In both sections 
the review will highlight issues that pertain to service use and attendance/non-attendance by 
adolescents and young people. The third section will include an appraisal of services that have 
claimed to be more engaging of the needs of adolescents and young people. The final section will 
highlight the research questions to be explored in this research.
1.2
Attributes of normative developments in adolescence as indicators of attendance/non­
attendance to services.
The work of Hall (1904) is normally regarded as the first substantive thesis on adolescent 
psychological development. In this early study adolescence is viewed as an evolutionary stage or 
a "second birth” where earlier stages of developments are re-experienced and re-negotiated. 
Adolescence is also seen as a period of “civilising” these earlier developments.
Since the work of Hall, researches have adopted various perspectives on adolescence. Some 
researchers have concentrated on the development of emotional maturity in adolescence largely 
using clinical data as a basis for theorising (Freud 1935; Freud 1969; Bowlby 1982). Others have 
looked at the role of the environment such as the home and community in the socialisation of
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adolescents (Bandura 1969). The influence of cultural expectations on adolescent development 
in different societies have also been the subject of much interest (Mead 1928, Freeman 1982). The 
stages of mental and cognitive developments in adolescence have also been explored (Piaget 
1972, Flavell 1985, Selman 1986, Damon 1988).Adolescence has also been studied from the 
standpoint of lifespan development. Longitudinal studies have established links between the 
developments in adolescence to those of childhood and adulthood (Eichom ef or/1981; Elder et 
al 1988). The integration of these different perspectives have also been proposed (Hill 1980).
A common theme is of adolescence as a period of transition from childhood to adulthood. The 
attributes of this period are in the development of autonomy and independence, the move towards 
separation from parental control and a parallel shift towards group and peer life. The end of 
adolescence is marked by an acceptance of the necessity of social conformity (Copley 1993). 
These attributes will be explored below with the aim of highlighting areas of adolescent 
development that may be linked to ambivalence in seeking help.
a. General features o f adolescence :
Studies in adolescence show that the ages of twelve to thirteen mark a major transition from 
childhood to adulthood in all societies. Even though adolescence proceeds throughout the 
teenage years, it is also conceived as encompassing a broad psychosocial process that often 
extends, in both directions, beyond this period (Rogoff et al 1975, Schlegel and Barry 1991, 
Copley 1993).
Adolescence is a response to puberty. The child sees a physical image of the adult self developing 
within it which brings pre-occupations and phantasies pertaining to these bodily changes (Szur
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1991). With the development of reproductive capacity sexual life also becomes an important 
focus in adolescence. Earlier emotions related to separation and growth are re-experienced 
(Freud 1924, Freud 1965, Copley 1992). One of the main issues in adolescence is the containment 
of anxieties around issues of separation from parents and the development of self-identity (Copley
1992).
With physical development, social and cultural expectations increase. Studies have pointed to 
three dimensions of social and cultural expectations (Benedict 1938, Lewin 1951, Goodman 
1960). These are in the areas of responsibility, dominance and sexual activity. Benedict (1938), 
Lewin (1951) and Goodman (1960) show that in these areas certain tasks and activities are 
assigned to adolescence that are perceived as suitable to their developments. These researches 
have shown that common to all cultures is the expectation that adolescents will engage in more 
adult like behaviours. They also emphasise that these are different from one culture to another.
Conflicts exist when these expectations place the adolescent in a marginal role with no clear 
rights and priviledges as well as with no assigned meaningful roles. For example Le Vine (1966) 
describes the experience of a Kenyan tribe where the expectations from childhood to adulthood 
are seen as abrupt. Even though the transition from childhood to adulthood is marked by a ritual 
ceremony, very little training for the responsibility of adulthood actually takes place. This may 
give rise to ambiguous expectations and unclear rights and priviledges where the adolescent finds 
difficulty in placing himself to either a child or an adult social grouping.
More recent anthropological studies have also observed unique family structures in different 
cultural groups. For example in a study by Perelberg (1992) less concern is made of exploring
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historical tribal societies. Instead the focus is on observing different cultural groupings in 
modern society. Perelberg (1992) observes two types of family structures in different cultural 
groupings. These are described as “hiearchical” and “symmetrical” family structures. Being a 
socio-centric model the former emphasise the person’s development in relation to social roles and 
responsibilities. It implies a close-knit family structure in a cohesive social network. The role of 
children and adults are clearly segregated and stressed. Symmetrical structures refer to an ego­
centric system of relationships where individual autonomy and qualities are encouraged.
Perelberg (1992) observes that adolescent negotiation into adulthood can be seen within the 
context of family structures and cultural groups where either social roles (hiearchical structures) 
or individual autonomy (symmetrical structures) are emphasised. For example an adolescent 
coming from a socio-centric background may perceive individual development in relation to social 
and family tasks. This can be different with regards to adolescents from an ego-centric 
background who may instead view individual development from the perspective of autonomy and 
separation from family relations. Perelberg (1992) emphasises the importance of distinguishing 
these two different features of family and cultural groupings in our understanding of work with 
adolescence.
The above observation of different family and social groupings may also make further sense of 
reports that point to the lack of use of health service provisions by young people from ethnic 
minority groups (Nzegwu 1993, Johnson et al 1997). It may be that young people from some 
ethnic minority groups coming from socio-centric cultures with their emphasis on social network 
of care giving and taking may negotiate with difficulty hospital structures that are perceived as 
based on ego-centric assumptions such as the care and development of the individual. However
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it is recognised that this may need to be further explored and research. Certainly studies on low 
uptake of health service provisions by people from ethnic minority groups were drawn from small 
samples of admissions and consultations and as such cannot be generalised into the population. 
To knowledge there has been no major study pertaining to adolescence and ethnicity.
Generally several strands to development in young adulthood are recognised. These are:
* An increasing perception of a whole person with a developing sense of a personal, working and 
sexual identity. There is less dependence on social groups which is characteristic of adolescence 
and more of a shift towards social conformity and self efficacy (Copley 1993, Szur and Miller 
1991).
* The development of a capacity for intimate and loving relationships (Meltzer 1973).
* The acceptance of autonomy and separateness and a departure from infantile intrusions. Freud 
(1905 a) refers to the development of altruism where emotional development is subordinated to 
the reproductive function. Erikson (1968) speaks of generativity in the development towards 
adulthood.
Several theories have sought to explain how these developments are eased or evaded.
Psychoanalytical theories for example refer to the role of containment. Containment is seen as a 
psychic mechanism where phantasies that belong to psychic life begin to be differentiated from 
experiences that belong to the external world. For example the work of Bion (1970) shows the 
important role of the mother as a container. The mother represents a maternal function in 
containing the experiences of early life. These experiences are then nurtured by the infant and are 
constantly needed to process and metabolise difficult emotions particularly at disrupted
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transitional periods in life such as in adolescence. Psychoanalytic studies also show that 
throughout life expectations are also placed on society and its representatives which may or may 
not be perceived as containing (Copley 1993).
A different view is offered by social-learning theory. A social-learning theorist such as Bandura 
(1969, 1982) would consider that behaviour is reinforced through rewards and punishments. 
Positive and consistent learning experiences in childhood may equip the adolescent better to learn 
the roles of adulthood, and may thus effectively be containing.
Clinical evidence shows the significant use of groups and peer relations as providing support for 
unmanageable needs (Hoxter 1964, Meltzer 1967). Deutsch (1968) describes the group as 
providing cover for anxieties that arise in this period. Erikson (1968) points to the appearance of 
a peer clique in adolescence as a necessary development. Bios (1979) proposes the notion of an 
adolescent initiated mileau where the peer group is seen as facilitating certain kinds of internal 
changes.
In early adolescent the group can act as a container for early and infantile experiences that are 
stirred up by the onset of adolescence. The group is bound by its own identity and unites 
members through the making of and adherence to its own culture. The culture may prescribe the 
clothes to be worn, the music to be appreciated and the manner in which speech is expressed 
(Copley 1993). Adolescent falling in love and partnership may also be expressions guided on 
adhesive attachment.
In late adolescence it can become the context for social adjustment. Social conformity in the form
118
of domestic, social and work experiences provide a glue to group life (Copley 1993). Group and 
peer participation act as sounding boards for the developments of self-concept, self-esteem and 
self-efficacy. These increase in sophistication over time to include understanding the self in 
society such as in respect of political rights and social and deviant behaviour.
b. Normative developments and possible links to attendance/non-attendance to psychological 
services:
Adolescence is an important stage in human development. Colman (1995) refers to adolescence 
as a transition from childhood to adulthood resulting from the operation of a number of pressures. 
Internal pressures both physiological and emotional as well as external ones originating from 
peers, parents and teachers are said to interplay and contribute to both failure and success in the 
adolescent transition from childhood to adulthood.
However there is little evidence to support adolescence as a problem stage that is riddled with 
crises. Research indicates that serious identity crises constituted only a minority of adolescence 
(Feldman and Elliot 1990). Factors such as family context, maturational timing and educational 
ability show wide individual variation in the capacities of adolescence to adjust to the transition 
from childhood to adulthood.
It has also been argued that the central task of adolescence is not the development of identity 
understood as an optimal state that is achieved at the end of the adolescent years (Graafsma 
1994). Rather identity refers to a quality of mental functioning which includes not only mental 
disharmony, crises and pathology but levels of synthesis and integration that covers the lifespan 
including adolescence. Viewed in this way adolescence should not only be observed as a period
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of crises but also one of editing, modifying, enriching, extending connectedness to others and 
becoming more fully themselves in their relationships (Josselson 1994).
Erikson (1968) argues that there is a high potential for growth in the adolescent development 
towards autonomy, the expectations of adult social roles, the adhesion to group life and the 
move towards social conformity. The challenge then is how to engage adolescents in order to 
encourage their capacity for growth when they can also be most ambivalent about needing it.
The following is an attempt to explore some possible links between normative developments and 
attendance/non-attendance to psychological services.
1. King (1991) suggests that the task of adolescence to move towards autonomy may 
discourage the search for help. Further, the separation from parental control may make 
it difficult for distressed adolescents to engage the parents in supporting their search for 
help.
2. The marginal and diffused role of adolescents can lead to confusion and contradictions. 
Money may not be available to adolescents to seek private help or pay fares and the law 
does not provide the same protection of confidentiality and responsibility as it does to 
adults. For example it may be ambiguous whose responsibility it is to seek treatment on 
behalf of the adolescent. That is to say is it the responsibility of the parents, the teachers 
or the doctors in encouraging the adolescent to seek help. Further if a cultural community 
defines certain areas as being beyond the remit or concern of adolescents (eg sexual 
behaviour and alcohol use), then they may feel that they cannot legitimately have a
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problem in this area.
Adolescents may perceive the need for help as stigmatising. The adhesive move to group 
life with peers which can often offer the possibility of containment for anxieties may mean 
that it can be difficult for an adolescent to cross this boundary in an attempt to seek help. 
Peer group may be perceived to provide more support than that which can be offered from 
services. Bird (1987) refers to the need for an adolescent to cross two different 
boundaries. The first stage is that of the process of referring oneself. This is the move of 
the individual from the outside world of the community and group life into the specialised 
world of the clinic which is often unknown and feared. The second boundary is referred 
to as an emotional one. This involves the recognition and the shift from the position of 
denial to one of acknowledging a need for help. In adolescents the dominant culture is 
one of self-efficacy (Hart 1988, Copley 1993) and this may further deter them from 
seeking help and add to the perceive stigma of doing so.
Copley (1993) observes that adolescents frequently rid themselves of mental pain by 
attributing blame to their carers thus making it difficult for them to accept responsibility 
for help. Mental distress may be attributed to situations and circumstances that have failed 
the adolescent in establishing himself, so that the fault is levelled at social crises such as 
unemployment instead of a personal one that needs to be addressed (Copley 1993).
Finally the shift towards social conformity in young adulthood may mean that the 
establishment of social and personal norms are imperatives for this age group. The need 
for help for mental distress can be seen as tangential to the tasks of young adulthood.
L3
General characteristics of psychological disorders in adolescence as indicators of service 
needs:
a. General characteristics:
Descriptions of psychological disorders in adolescents and young people vary widely. There are 
several reasons for this. Firstly classificatory systems are not universally applied by mental health 
professionals and there is no uniformity in the use of diagnostic criteria. Psychiatric nosologies 
indicate the identification of broad areas of disturbance which include wide-ranging differences 
in the nature and severity of problems. This has resulted in variations in studies on the incidence 
and prevalence of mental health problems for adolescents and young people (Saxe et al 1988).
Secondly psychologists in the field of children and adolescent mental health do not tend to classify 
mental health difficulties according to psychiatric systems. On the whole psychologists tend not 
to classify presenting problems, but measure change in response to treatment using measures 
ranging from client-led assessments to mental health questionnaires (Sprinthall and Collins 1995).
Thirdly it is increasingly recognised that the distinction between distress and disorder is a vast 
territory. Many psychological problems do not warrant a psychiatric category but nonetheless 
require a great deal of psychological input. Psychological problems do not correlate with the 
classification systems or epidemiology of psychiatric disturbances.
Outside the domain of classificatory systems the definition of difficulties in adolescents and young 
people is complicated by several further issues. Firstly, it is recognised that in a transitional period
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between childhood and adulthood the constitution of normative struggles are often confused 
with serious maladjustment (Coleman 1961). Secondly, the other major source of information 
through the use of self reports by adolescents pose some problems. For example, in a study by 
McCord (1990) it is recognised that self-reports are affected by either an interest in covering up 
illegal behaviour or an eagerness to brag about actions that have not actually occured. It is also 
realised that self-reports are subject to distortions of memory. Thirdly researches on adolescent 
difficulties are biased on data that are available from official records. It is recognised that official 
records often underestimate actual rates of problem behaviours because they include only acts 
that come to the attention of criminal justice authorities. These exclude those difficulties that are 
present in the general population (Sprinthall and Collins 1995).
A review of the literature nonetheless indicate that adolescent difficulties fall under two main 
categories. These are described as conduct and emotional disorders (Rutter et al 1976, 
Achenbach and Edelbrock 1981). Conduct disorders are characterised by acting out activities of 
an externalising quality. Emotional disorders have an internalising quality and are featured in 
depression and acts of suicides.
Acting out behaviour in conduct disorders is antisocial, aggressive and can be readily visible to 
others (Sprinthall and Collins 1995). It involves actions that disrupt the lives of others and cause 
harm to individuals and property. It also refer to violations of the law such as in theft and drug 
mis-use.
Emotional difficulties are internalised problems that result in psychological symptoms such as 
depression, anxiety, psychosomatic disturbances, sleep disorders, agitation, lack of concentration
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and fatigue (Achenbach and Edelbrock 1981). Common emotional problems include depression, 
suicide, eating disorders and drug and alcohol abuse.
The above categories are not mutually exclusive. For example emotional problems such as 
depression are sometimes linked to acting out activities (Sprinthall and Collins 1995).
a. Some patterns o f incidence and prevalence:
The statistics on psychological difficulties in adolescents are often patchy. Most studies are 
sampled on American surveys and these are often based on self-reports. Some of these reports 
show that the prevalence of problem behaviour in adolescents and young people stands at 13- 
16% (Ferdinand 1981). Another 15-20% are occasionally noted to be engaged in less severe 
behaviour. Studies also show that 30% of males and 10% of females commit at least three violent 
crimes in adolescence (Elliott e ta l 1989).
It is reported that milder and more transcient depression is common. However severe depression 
is rare. This is characterised by severe symptoms of hopelessness and despair that affects the 
daily functioning of adolescents. Severe depression accounts for 3% of adolescents referred for 
treatment. Suicide in adolescents is often linked to depression. An American sample in 1985 
reports that about 13 out of 100,00 adolescents commit suicide in the population (Sprinthall and 
Collins 1995). Two percent of these are successful attempts. It accounts for 12% of deaths in 15- 
19 year olds. The rate of suicide attempts increases with age (Sprinthall and Collins 1995).
Although eating disorders cover a wide spectrum of behaviour that include anorexia and bulimia 
the most common presenting problem is obesity. Five percent of adolescents weigh 20% more
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than the recommended weight. Fifteen per cent of adolescents are recorded as overweight 
(Leon et ai 1987).
In the area of substance use and abuse 40% of adolescents report using drugs. However an 
increasing percentage are noted to discontinue use. 54% of adolescents report drinking alcohol. 
However only 3.6% report daily use (Johnston 1992). The frequent use of alcohol and tobacco 
are not related to the use of hard drugs.
b. Predisposing factors ofpsychological difficulties in adolescence:
The predisposing risk factors in adolescents with psychological difficulties are in the areas of 
family dysfunctions, age of onset, complexity of the problems, associated environmental 
conditions and support and those pertaining to individual development, experience and coping 
strategies (Simmons 1988, Ostrov et al 1989, Orvashel 1990). These are now addressed.
It has been shown that the prognosis is better if the onset of psychological difficulties are later in 
adolescence (Copley 1993, Rutter and Garmezy 1983). Earlier onset indicate significant 
problems in childhood often referred to as Attention Deficit Disorders and Hyperactivity 
(ADDH) which are characterised by impulsivity, difficulty in maintaining and controlling attention 
and inappropriately high levels of activity.
Earlier onset may mean that changes in physical puberty have been responded to negatively 
especially in girls. This may indicate a strong desire to be dependent and a fear of leaving 
childhood (Konopka 1976).
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Psychological difficulties are significantly related to problems in family relations and negative 
social experiences. Studies point to a cycle that begins in ineffective parenting in early childhood 
leading to the development of disruptive behaviours that undermine school performance and 
ultimate rejection from peers. Actions and communications of others that are non-aggressive are 
perceived as hostile resulting in a situation that is referred to as perceptual biasing (Weiss 1992). 
This results in further psychological difficulties.
It is possible that social disadvantage impacts on early parenting. Studies show that the families 
of problem adolescents are of lower economic status and often suffer unemployment (Glueck 
1968).
Family dysfunctions that are emphasised in researches include those that are disorganised and 
lacking in cohesion (Asamow et al 1987). They also include those that are overcontrolling, 
neglectful, have negative self image and social skills (Leon et al 1987). These are also parents 
and families that provide poor parental supervision, inconsistent and harsh discipline, lack of 
communication, the unavailability of warmth and the lack of attention to achievements in their 
children (McCord 1990). However the availability of an affective bond with one family member 
or an adult is predicted to have a good effect on adolescents with psychological difficulties 
(Hauser et al 1990).
Adolescents with psychological difficulties are also said to have problematic views of 
themselves. They exhibit some imbalance in self-identity with a preponderance to negative aspects 
of the self. Imbalanced identity is also said to correlate significantly to immature levels of self- 
understanding. This means that thinking is characterised more by its concreteness and less about
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the adolescent’s reflection of his psychological qualities and interpersonal relations. Delinquent 
activities are resorted to as a way of venting feelings (Markus and Nurius 1986, Damon and Hart 
1988).
The coping strategy that is employed most in adolescents with psychological difficulties is 
described as avoidance (Copley 1993, Sprinthall and Collins 1995). Problems are likely to be 
denied, minimised and split-off into social groups, authority figures and their representations.
c. Adolescent psychological di fficulties and their relationship to attendance/non attendance to 
clinical services:
Four points will be addressed and these are in the areas of negative familial circumstances, 
chronicity of difficulties, environmental risk factors and negative perceptions of self.
1. Negative familial circumstances mean that support for help can be lacking. Adolescents may 
lose any sense that difficulties can be attended to and eased. Where trust in help is undermined 
services can only be seen with suspicion unless absolutely necessary under circumstances of 
extreme severity (Weiss 1992). Those that eventually seek help under circumstances of urgency 
and crisis show lack of hope in the progress of treatment (Copley 1993).
2. Difficulties that need to be attended to in adolescence may be complicated if the problem is 
chronic. Problems may be seen as entrenched when conflicts that belong to an earlier period in 
life have not been successfully negotiated. For example the onset of puberty may not necessarily 
be well received, when early separations have been difficult and complicated by the family denying 
attendant anxieties.
127
3. Environmental risk factors include stresses in school, at work and in peer relationships. 
Barriers in recognising these difficulties can predispose the individual to further despair. For 
example Copley (1991) point to barriers that can exist in instituitions such as in schools, care 
homes and at the work place where the existence of psychological problems are denied. The 
capacity of services to cater for these difficulties can again be treated with suspicion even when 
treatment is eventually sought when the difficulties have reached a crisis point (Copley 1993).
4. Problematic, imbalanced and negative perceptions of the self and immature levels of 
understanding that are characterised by the concreteness of thought lacking in psychological 
quality may mean that delinquent activities and emotional lability are more likely to be resorted 
to than a commitment to psychological treatment (Damon and Hart 1988). These are avoidant 
cognitive strategies leading to avoidant behaviours that are often difficult to reach with 
psychological help. The concreteness of thinking may mean that immediate help and relief for 
distressing symptoms are demanded under circumstances of severity. The capacity for 
psychological reasoning may then be lacking.
The above show that adolescents are not predisposed to seek treatment unless under 
circumstances of extreme severity. These will be summed up into working questions for the 
research and will be clarified in a later section of this chapter.
1.4
Some features of adolescent service provisions:
This section will review some of the literature on adolescent services. The aim is to explore how
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services have responded to the needs of adolescents and young people. In particular it will 
attempt to understand how these services have managed to bridge gaps in avoidant strategies that 
are prevalent in this age group.
Studies in adolescent service provision can be ascribed to two main camps. The first approach 
employs clinical observation to consider outcome and process issues in the treatment of this age 
group (Copley 1993, McCord 1982, Kazdin 1987). The second strategy emphasises an evaluation 
of service needs where provisions are prioritised in accordance with research results (Cross and 
Silverman 1988, King 1991, Kutash etal 1994). The general aspects of these strategies will now 
be reviewed.
a. Clinical considerations o f service provisions:
Psychological interventions for adolescence have included traditional models of therapy, in 
individual, group and family therapy (Sprinthall and Collins 1995) and authors have observed 
complicated resistance to treatment. Copley (1993) reports that the therapy can be coloured with 
projections that are disowned by the adolescent and from which he wants to distance himself. 
Identification through group adhesion often acts as a skin that binds adolescents together in 
opposition to the therapist in group therapy. Sinason (1985) reports acts of destructive violence 
in these groups that often make them very difficult to reach. Dysfunctional families have been 
reported to disrupt the commitment that is often needed in family therapy (Szur and Miller 
1991).
In order to sustain attendance mental health professionals have turned to alternative ideas. 
Copley (1993) reports helping adolescents to cross the boundaries of resistance in order to seek
treatment. Strategies include the availability of a walk-in crisis service that can hold the adolescent 
sufficiently well in order to contain his/her anxieties and which can also be facihtative to further 
therapeutic work. Other studies have reported indirect strategies of consultative work with 
people involved in the care of the adolescent thus avoiding the need for the adolescent themselves 
to cross boundaries in order to receive help (Light and Pillemer 1984, Copley 1993). Carers and 
instituitions for adolescents can act as containers for bad experiences that are exhibited and acted 
out. This strategy can also be useful in reaching at-risk adolescents (McCord 1990). A 
preparatory period of support for the adolescent from carers to strengthen the commitment for 
therapy has also been reported (Szur and Miller 1991, Copley 1993). Given that family 
dysfunction is linked to adolescent breakdown, individual treatment in combination with family 
therapy is increasingly recognised as an important strategy (Mmuchin 1978).
The above recommendations rely upon observation and speculation about ways of enhancing 
services. Kutash et al (1994) argue for a prior assessment of needs for this age group in order 
to allow evaluation and comparison of service priorities. Such procedures are said to be lacking 
in the above approaches.
b. Some evaluative research approaches:
Evaluative approaches mark a shift in the conceptualisation and practice of mental health work 
with adolescents and young people. This emphasises that the generation of empirically based 
knowledge can assist in the improvement of service delivery for adolescents, young people and 
their families. Cross and Silverman (1988) argue both for the gathering of empirical evidence 
with regards psychological difficulties in adolescents and for the translation of findings in order 
to generate sound policy with regards services for this age group.
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The effectiveness of a system of delivery can be examined on two levels (Bums and Friedman 
1990). The first level concerns a needs assessment of the client group (Kat 1992, Brewin 1992). 
Needs assessments investigate the lack of health and well-being of a client group, their lack of 
access and attendance to particular forms of care and the lack of specific activities by health 
carers to meet their care. The second level of examination of a service revolves around 
implementation that has arisen from needs assessments. These include studies of the effectiveness 
of a system of service provision as well as other evaluative measures that ensure success such as 
in the rate of attendance (Cape 1991).
As an example Behar (1993) reports the value of a service where treatment, evaluation and 
research are conducted in the natural environment that is not alien to adolescents and can thus 
enhance attendance. Most recent studies entail going to adolescents as opposed to having 
expectations for them to attend treatment. One example is the recognition of the involvement 
of families in treatment environments that are accessible to them. Knitzer (1993) reports the 
success of wrapping services around a client group. This is a system of care in which a range of 
services are interlinked around the psychological needs of an adolescent. These include the 
family, the school, clinical services and other community agencies.
Another important advance is the recognition that adolescents do not refer directly to mental 
health services and are more likely to come via another agency. The role of multiagencies in the 
care of adolescents then becomes important. Stroul and Friedman (1986) confirm the importance 
of interagency collaboration in adolescent services. King (1991) describes the success of a 
community based comprehensive health care clinic that provides a holistic approach to 
assessment, early intervention, and collaborative treatment between primary providers such as
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the college clinic and mental health workers. Another example is a study by Armstrong et al 
(1992) on a community based programme for adolescents with serious emotional problems and 
their families. The programme includes intensive case management and family based treatment. 
The evaluation makes use of a common intake and termination instruments that are based on 
minimum data set and standardised assessments in order to facilitate comparisons.
The above studies have noted the awkward fit between traditional mental health systems and the 
development^ needs of adolescents. By placing services in the community with interagency 
collaborations adolescents and their families who may not refer to traditional services can be 
helped to gain access to mental health care (King 1991).
The present research is a formative attempt at evaluating the feasibility of a new service through 
the understanding of its use by an adolescent client group. In particular it aims to highlight the 
issue of attendance/non-attendance as a measure of the use and viability of a service.
1.5
The research questions:
Case records are evaluated and qualitatively assessed in relation to two questions.
I.
The first question is an evaluation of the categories used to classify referrals to the service. The 
categories highlight the following issues for adolescents and young people:
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Waiting times:-
Adolescent development involves a move towards independence, autonomy and separation from 
authority figures. Due to the nature of this development adolescents do not normally seek help 
unless in circumstances of crises. Calls for help may need immediate attention and that the length 
of time spent waiting for treatment is contra-indicative to the success of treatment and may result 
in non-attendance.
Psychological severity:-
It is predicted that adolescents with less severe psychological difficulties tend not to attend 
appointments. Peer groups and the presence of less dysfunctional families may act as containers 
for adolescent difficulties. The presence of psychological symptoms are not chronic and the 
struggles of adolescent developments are not complicated by this (Copley 1993). There is also 
a capacity to use psychological reasoning to enhance efficacy (Piaget 1972, Bandura 1982).
On the other hand severity may be characterised by a history of difficulties which predates 
adolescence such as family dysfunctions, breakdown in peer and group relationships and a lack 
of the development of psychological reasoning skills ( Piaget 1972, Bandura 1982, Copley 1993, 
Sprinthall and Collins 1995). Adolescents with these risk factors are likely to be more acutely 
disturbed and feel more pressure to seek help and to attend.
Adolescent age categories:-
Copley (1992) makes a distinction between those that are in adolescence and those that are 
leaving it. Those in adolescence are in the process of separating from home and are bound by 
peer group identity. Those leaving adolescents are less dependent on group identity and are
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striving towards social conformity and self-efficacy. There is also a developing capacity for 
intimate and loving relationships. These differences may have an impact on attendance and non- 
attendance.
Referring agents:-
Psychological problems are not often expressed by adolescents and are not readily detected by 
general practitioners and paediatricians (King 1991). The referral pattern may thus reflect a 
higher incidence of referrals from psychiatrists than from other professionals, when compared 
with other adults.
Socio-demography:-
Studies in adolescent psychopathology indicate a strong relationship between severity of 
problems and socio-demographic variables such as economic deprivation, unemployment and 
family dysfunctions that arise from these. The support system may not be available to sustain 
support for treatment. It is predicted from the case records that non-attendance is high when 
referrals come from areas of deprivation.
It is predicted that when assessed multidimensionally cases are likely to differentiate on the above 
categories.
Question 1 examines:
Is it possible to differentiate cases in relation to the categories used to classify present 
referral data in order to highlight attendance/non-attendance?
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Issues raised by the categories above are subjected to qualitative appraissal from responses to a 
questionnaire. Even though issues are likely to be generated from the qualitative analysis, it is 
expected that these include:
experiences of out of control and need for immediate help (Weiss 1992).
experiences of seeking help that highlight chronicity of difficulties, concreteness of 
thinking for immediate relief for distressing symptoms and previous help from different 
professionals (Stroul and Friedman 1986).
difficulties in personal and social relationships that have subjected cases to isolation from 
peer group identifications (Copley 1993).
experiences of dysfunctional relationships in families including an inability to separate 
from parental attachments. These are complicated by negative socio-demography such as 
unemployment (Konopka 1976).
The second research question broadly examines the following:
Question 2 examines:
What are the experiences of referred cases with regard their psychological difficulties that 
are observed in relation to attendance/non-attendance?
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CHAPTER TWO: RESEARCH DESIGN,
This chapter will address general concerns regarding evaluation reasearch and their relevance to 
the current project. The design of the present research and the methods of assessments of the 
available data will also be presented.
2.i.
The context of evaluation research:-
a. General Issues:
The introduction of general management in the 1980s into the National Health Service has meant 
that increasingly services are being requested to account for their activities. The response has 
been the development of audit of services as well as that of quality assurance (Cape 1991). Audit 
refers to a detailed examination of one or more aspects of a service as in the monitoring of the 
ethnicity of referrals (Cape 1991, Parry 1992). Quality assurance refers to the setting up of 
procedures in order to ensure that standards will remain consistently high (Lavender and Pilling 
1989, Cape 1991).
As Barker et al (1995) point out both audit and quality assurance are forms of service 
evaluation. The literature on evaluation has been evolving rapidly in the last two decades. The first 
wave begins in the late sixties and early seventies and emphasises experimental methods, 
standardised data collection, large samples and the provision of scientific and technical data 
(Herman etal 1987). These quantitative methods give the impression of providing sponsors and 
funders with "hard" information regarding services. It also enables the comparison of services 
to be made.
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The second wave begins in the late seventies and entails an acknowledgement that social and 
psychological programmes and services are complex, amorphous and varied and not always 
amenable to controlled studies. Alternative "responsive” evaluation models are encouraged. These 
look at the processes and unique characteristics of local service settings. They emphasise the 
importance of naturalistic and qualitative methods in the determination of a programme’s 
effectiveness and operations.
The distinction between qualitative and quantitative approaches is now being blurred. Various 
authors suggest how these approaches can be combined to provide both rigour and depth, 
reliability and validity (Denzin 1978, Herman e ta l 1987).
Quantitative approaches have traditionally been used in evaluative studies particularly where the 
aims are to measure the effects of a programme. These are approaches that are primarily 
concerned with the measurement of a finite number of pre-specified outcomes. Effects are 
judged and causes are attributed through the comparison of the results of measurements in 
various programmes of interest. These are then generalised to the whole population. These 
approaches emphasise the importance of measurement, summary, aggregation and comparison. 
They often utilise experimental designs and frequently employ control groups. Quantitative 
approaches derive their answers deductively. They are also particularly important when 
programme effectiveness is the primary issue for evaluation (Herman et al 1987). Quantitative 
experimental designs have an internal consistency and logic that test out hypotheses. These are 
built on theoretical premises that identify key variables that are measured, controlled and analysed 
in programmes of treatments and outcomes. The procedures are aimed at producing internally 
valid, reliable, replicable and generalisable findings.
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Qualitative approaches are increasingly being used in evaluation studies. These are inductive 
methods and emphasise the importance of descriptions. The meaning of a programme can be 
gathered from these descriptions. The researcher has no pre-existing sets of expectations or 
prespecified systems of measurements. The meaning of a programme is gathered through 
detailed descriptions and in-depth understanding. It emerges from direct contact and experience 
with the programme and its participants. Data are gathered in a naturalistic way and rely on 
observations, interviews, case studies and fieldwork experience (Herman et al 1991). Qualitative 
methods flow naturally from an inductive approach to analysis that are grounded in the 
immediacy of direct fieldwork. These are sensitised to the desirability of a holistic understanding 
of unique human settings (Patton 1991).
However in service considerations the mandate in evaluation is to gather the most relevant 
information in order to advise stakeholders. The concern with relevance often outweigh 
methodological priority based on epistemological and philosophical arguments. In practice 
combined approaches are often promoted. A combination of approaches is recommended where 
the outcomes are poorly defined and the determination of a programme’s effectiveness is needed. 
Qualitative measures may be useful in identifying some critical programme features . This is then 
followed by a quantitative approach to assess attainments (Herman eta l 1991).
Denzin (1978) argues for a combined approach which he describes as “triangulation” and 
represents part of a broader strategy. This is a strategy built on checks and balances that are built 
into a design through multiple data analyses. Various strategies are proposed combining 
permutations of quantitative and qualitative data analyses. These are used to provide multiple
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perspectives on sets of data.
A similar approach is used by Patton (1991) in his notion of a combined or mixed research 
evaluation designs. These ideas are specifically geared towards evaluation research and are thus 
closer to the intention of this study. This is that of a combination of naturalistic enquiry, 
qualitative data collection and statistical analyses. Such combinations are said to be particularly 
useful in the early stages of service planning. Patton (1991) refers to this as the strategy of 
"formative" evaluation where in the early stages of a programme there is likely to be a great deal 
of change.
The young people’s service may be said to be still in the process of formation and development 
and "formative” evaluation strategies are recognised as important.
Formative evaluation:
* can provide feedback regarding a programme’s processes and their effects on programme’s 
participants. This is so especially when there are likely to be attempts at different approaches to 
process clients’ needs when a programme is at its initial stages of development. A continuous 
feedback process can influence the delivery of services (Scriven 1974).
* can focus on gathering descriptive information about the quality of programme activities and 
outcomes and not just on levels or amounts of attainments.
* can provide some details regarding a programme’s strengths and weaknesses particularly in the 
assessment of areas that are working or non-fimctioning. It may also attend to the perceptions 
of programme’s participants and staff working in it.
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With a formative evaluation the emphasis is on the generation of issues (Scriven 1974). There 
are no rigidly held pre-suppositions that need to be tested out. The aim is to understand some 
aspects of the process in which client needs are met. With regards to the focus of the evaluation 
(Maxwell 1984 ) the intention of formative evaluation is to assess the relevance, accessibility and 
to some extent the effectiveness of the young people’s service. It hopes to access and explore 
some basic needs of the programme. These can form the basis of future research where causal, 
intervention and service strategies are further studied and evaluated. Further work can lead to 
summative evaluations that can pave the way for quality assurance for the service.
Due to the formative nature of the service the study will therefore not make use of controlled and 
experimental research designs with randomly assigned groups. Quantitative methods may be 
appropriate for later stages in the service’s developments. A combined or mixed method of 
formative evaluation is a useful initial strategy with its emphasis on descriptions and processes.
The proposal is not one of combining quantitative/experimental approaches with that of 
qualitative/naturalistic ones on a single sample and programme. Such an approach has been shown 
to be unemployable (Patton 1991). Rather it will use multiple methods to study a single 
programme that will include case data, documents and questionnaires.
b. The foci and targets o f evaluation:
Three foci have been isolated by Donabedian (1980). These are in the assessment of structure, 
process and outcome. By structure is meant the resources and personnel of a service. These 
include the staff, the building as well as resources such as the availability of psychological tests. 
Process refers to activities in service delivery and the procedures that are contained in them.
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Outcome refers to service effects on the target client population.
Maxwell (1984) refers to six targets in which the foci of evaluation can be conceptualised. These 
are in the areas of: relevance, equity, accessibility, acceptibility, effectiveness and efficiency. 
Maxwell’s ideas have been fruitfully utilised in several studies such as in the exploration of quality 
control and assurance in Clinical Psychology (Cape 1991) and in the implementation of 
community rehabilitation in a clinical service (Shepherd 1988). They have also been utilised in 
discussions of service improvement such as Parry’s (1992) examination of Psychotherapy 
services.
Conceptualised in these terms the present study will be concerned with process issues relating to 
the relevance and accessibility of a service. It is concerned with the issue of attendance/non­
attendance in adolescents and young people to an Adult Mental Health Psychology Service.
2.ii.
The service to be studied:
a. The setting:
The programme under evaluation is the Young People’s Service of the Clinical Psychology 
Department of the Haringey Healthcare National Health Service Trust. The Young People’s 
Service is a specialist development that receives referrals for psychological assessment and 
treatment of adolescents and young people from the ages of 16 to 25. It is a new development 
that is a year old and is coordinated under the Acute Adult Mental Health Division of the 
Psychology Department.
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Haringey Healthcare is placed to cater for an inner city population with considerable variations 
in ethnicity and healthcare needs. A large proportion of the population lives in conditions of social 
deprivation (Enfield And Haringey Annual Report 1994/5).
The Psychology Department is a relatively young department, part of the service having been 
relocated from an instituitional psychiatric setting to a more community based hospital with the 
establishment of a District Psychology Service. The department is presently comprised of five 
divisions each headed by a divisional coordinator. The Acute Adult Mental Health Psychology 
Division of which the service is a specialty of is the largest division. Members of the division have 
sessions in other divisions of the department. The Acute Adult Mental Health Psychology Division 
receives approximately ten referrals a week. These referrals come from various professions, a 
large majority from Psychiatry and General Practice.
The Specialist Young People’s Service receives its referrals from the Acute Adult Mental Health 
Psychology Division. These number approximately three a week. Other divisions have also made 
used of the service to refer and to consult.
The Specialist Young People’s Service is an internal and specific development arising out of the 
department’s need to extend its expertise. It is realised that adolescents and young people do need 
a special service that cannot be catered for by existing adult or children’s services. Adolescents 
and young people that are accomodated by these services are often felt to be inappropriately 
placed. These findings have been confirmed by a local study into the needs of young people 
(Bennett 1994). This local study affirms that mental health issues are the basis of many 
problematic concerns facing young people in the area. It supports the idea of a specialist
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provision catering for this age group.
As far as it is an internal development the initial and primary task of the service is to filter and 
assess the current referrals that it is receiving from within psychology. Due to the fact that its 
remit is new it has not established any links with other organisations in the district that purports 
to cater for this age group. These other organisations are primarily voluntary and grant- aided 
services.
The filtering and assessment of current referrals have led to a need to evaluate its role as a 
service. In particular information is needed with regards the detail of programme implementation 
(Patton 1991). The following checklists of questions are increasingly becoming relevant to the 
service in respect of future planning:
* What do clients in the service experience?
* What services are provided to the clients?
* How is the service organised?
* What do the professionals do?
* Do the stakeholders need to know about the service and how it has developed?
* Are staff and stakeholders interested in the collection of detailed, descriptive information
concerning the service for the purpose of improving it?
The purpose of this evaluation research is to address some of these questions.
b. The process o f referral:
On receipt referrals are immediately processed by the Coordinator of Acute Adult Mental Health
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Psychology Division. A standard letter of acknowledgement is sent to the referring agent.The 
referring agent is also informed of the possibility of delay before the case can be assessed. A time 
period of about two months before assessment is normally stated. A standard letter to the referred 
person is also sent regarding the referral and to the possibility of a two month wait for an 
assessment.
Prior to the end of the two month period a standard letter is sent to the referred person to 
determine whether treatment is still needed. A standard reply letter is enclosed together with a 
stamp-addressed envelope. Structured and semi-structured questionnares are also enclosed with 
this letter (see Appendix 3). The person referred is asked to fill these in prior to the assessment 
in order to aid and guide the process of interview and diagnosis.
Up to three assessment sessions are offered after which the referred person is normally asked to 
wait for a further period for regular treatment sessions. The assessor is not necessarily the 
therapist of the referred case. Referrers are contacted with regards to the outcome of an 
assessment and treatment.
c. The collection o f data:
Two features are highlighted in the collection of data. The first is an emphasis on organising items 
from case records into categorical data that highlight background characteristics of the sample. 
Data are analysed using the multidimensional scalogram analysis (MSA). Variations and patterns 
are explored and observed in relation to attendance/non-attendance to the service. These are used 
to illuminate those items from the case records that are observed to be related to the use of service 
by patients. The rationale for the use of the MSA is discussed in section 2iiic below.
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Secondly responses to questions from a semi-structured questionnaire regarding the experience 
of psychological illness and help seeking are analysed. Patients are asked to fill these in prior to 
the assessment sessions. The questionnaires are ordinarily used to help in the diagnostic process. 
In the present study analysis of responses to the questionnaire is used to further provide evidence 
of the use of a psychological service by young people referred to the department. Responses to 
the questionnaire are qualitatively analysed with a view to establishing emergent themes related 
to severity of psychological difficulties, their nature and chronicity, the manner in which 
symptoms were affecting the referrals’ lives and previous help sought. Socio-demographic data 
pertaining to family and social relationships are also gathered. These are observed in relation to 
attendance/non-attendance. The rationale for the use of qualitative analysis is discussed below 
(section 2iiid).
In summary cases referred are categorised to include the following features :- age, address and 
referring agencies. A letter acknowledging receipt of referral is then sent to the referrer and the 
referred together with a statement informing them of two months waiting time. A question 
enquiring whether an appointment is needed is sent after two months of receipt of referral. The 
questionnaire is then sent if a referred case responds with a need to be seen. An appointment is 
normally made soon after this. Attendance/non-attendance and the length of waiting time are 
noted and the category of psychological severity is also recorded. Responses to some parts of the 
questionnaire such as family and social relationships are also recorded.
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Z.iii.
Methods:
a. Respondents:
Sixty two case records of young people referred to the department are analysed. These represent 
consecutive referrals over a period of six months.
h. Measures:
The measures represent a qualitative mixed-form of methodological triangulation ( Denzin 1978, 
Patton 1991). This will make use of case records. The data that are collected falls into two 
measures: i. Items from the case records ii. descriptions from responses to a questionnaire.
i. Items from case records:
Six items are assigned. These are:
* Age: This is assigned into two categories. Category 1 refers to those between the ages of 16 
to 20. Category 2 refers to those between the ages of 21 to 25. It is hoped that there are 
variations in service use by these two age groups.
*  Locality o f Cases: Five categories are assigned and these pertain to the care sectors of the 
district as mapped out by the hospital trust.This can contribute to some demographic 
understanding of where the cases are coming from in the community.
* Referrer Categoiy: Four categories are assigned. Category 1 refers to referrers who are General 
Practitioners. Category 2 refers to referrals that are received from Psychiatry. Category 3 refers 
to other medical specialties and category 4 refers to other statutory and /voluntary organisations 
such as the social services that have referred cases to the service.
*  Severity o f psychological illness as perceived by patients: Four categories of severity are
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assigned which are inter-rated for reliability. These are assessed from answers to the need for help 
in the semi-structured questionnaire (see Appendix Id). Category 1 are those that do not fill in 
their questionnaires. Category 2 refers to urgent severity where the patient states that the situation 
is getting out of control and that there is a need to be immediately seen. Category 3 are those who 
perceive their problems as severe and in need of help. Category 4 refers to those that states that 
they are only recommended by their referring agent.
* Length o f wait to first appointment: This will be categorised according to the number of 
months that a person has to wait. This can be from 1 to 7.
* Attendance: Two categories are assigned. Category 1 refers to those that attended. Category 
2 refers to those that have not attended.
ii. Responses to questions from the questionnaire (see Appendix 3):
These comprise two sets of questions.
The first set consists of structured questions used to abstract the following features: a. marital 
status b. whether the referred cases still live with their parents and families c. employment 
status d. brief features of family background.
The second set of questions are open-ended. These include descriptive responses to a. nature of 
difficulties and their duration b. ways in which difficulties affect life c. reasons for coming 
for help d. professionals seen previously. Responses are qualitatively appraised in relation to 
attendance/non-attendance. Appraisals of responses are inter-rated for reliability.
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c. Multidimensional Scalogram Analyses (MSA):
- Rationale fo r the use o f the MSA:
The MSA is a multidimensional scaling technique that can be used in order to structure 
qualitative data. It is a non-metric technique and makes no assumptions about information that 
is under investigation. The MSA is suitable for the use of categorical data. Wilson (1995) propose 
that items comprising variables of qualitative data can be categorised and analysed 
multidimensionally. These can then be presented visually as plots on a geometric space so that: 
the overall relationship between items in relation to all variables used can be observed. 
This is presented as an overall plot.
the relationship of items on a particular variable in relation to all the other variables used 
can also be visually presented as individual plots.
The plots allow for the observation of similarities and differences amongst the items on the 
variables used. The more similar items are across all the variables the closer together they are 
positioned on a plot. The more different items are across all the variables used the further away 
they are positioned. A measure of how well the analysis is able to achieve a distinction and to 
represent items in a geometric space is referred to as the coefficient of contiguity. A measure of 
a perfect solution is that o f+1 even though a coefficient of contiguity of 0.9 is seen as valid by 
most researchers.
The use of the MSA was pertinent to the research for the following reasons:
Referral information of adolescents and young people to the Psychology Service 
represents a mixture of data. For example information that is binary in nature such as 
whether a person attends or not is combined with continuous data such as those pertaining
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to length of waiting time and age. The MSA uses these information as categorical data 
which is then analysed.
Attendance/non-attendance in adolescents are often explored in relation to several 
complementary factors taken together such as the age of the adolescent, the length of 
time of waiting to the first appointment, the referring professional and the severity of the 
psychological complaint (King 1991). The MSA offers the possibility of using these 
factors as variables taken together and to observe how cases relate to each other both on 
all the variables taken together as well as how they relate on individual variable in relation 
to all other variables used. In this respect it is possible to observe how cases partition on 
attendance/non-attendance and to observe what other variables taken together relate to 
this. This pertain to the exploration of research question 1 (see page 132).
The use of visual representation on the MSA allows for easy observation of how cases 
relate to each other on the variables used.
Two types of plots are presented in the research. These pertain to a) an overall plot of how cases 
relate to each other on all the variables taken together and b) individual plots of how cases relate 
on individual variable in relation to all the variables used in the research.
d. Qualitative Analyses:
Responses to structured and open-ended questions are descriptively presented and appraised for 
emergent and consistent themes. Possible links between the themes are explored and theoretical 
ideas obtained from these are discussed particularly in relation to issues surrounding 
attandance/non-attendance in adolescents and young people.
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- Rationale fo r the use o f qualitative analysis:
Patton’s (1991) descriptions of inductive analysis on qualitative data in evaluative research will 
be employed. Inductive analysis refers to emerging patterns, themes and dimensions that arise out 
of the content of a data. These emergent meanings are not decided prior to data collection and 
analysis. The steps and procedures in inductive analysis are not mechanical and rigid. Patton’s 
descriptions are influenced by the work of Guba (1978) who states that qualitative data analysis 
is to a large degree a creative process.
Qualitative data will be studied in two stages. The first is the process of the observation of 
emerging themes. The second will concentrate on the interpretations of the results. In the first 
stage emergent themes in the study will be assigned to two typologies. Following Patton (1991) 
these are referred to as “indigenous typologies” and “evaluator or analyst constructed typologies.”
Indigenous typologies are patterns that are articulated by participants. This requires an analysis 
of verbal categories that are broken into meaningful parts. It involves identifying what 
participants say. Attributes and characteristics that distinguish one from another will be looked 
at. In the present study patients descriptions of their illness, how they are affected by them and 
the resources that they have employed as well as the need to urgently attend a Clinical Psychology 
Clinic will be broken into some meaningful themes.
An evaluator or analyst constructed typologies and categories that appear to emerge but that are 
not in the vocabulary of patients are constructed in order to elucidate variations and contrasts in 
the data. For example emerging themes may be addiction, symptomatic complaints and family 
dysfunctions. Each of these themes can be viewed as different typologies.
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Guba (1978) further refers to two types of classifying emergent typologies. The first is referred 
to as a problem of “convergence.” The second refers to the problem of “divergence.”
Convergence is an art of fitting things together. Recurring regularities are judged on two criteria. 
These are those possessing “internal homegenehy” and those possessing “external homogeneity.” 
The former refer to statements that fit or “dovetail” together in a meaningful way. For example 
it may be pertinent in the present study to highlight that a proportion of patients indicated urgency 
to be seen and that their difficulties are also chronic in nature. External homogeneity refers to 
those categories whose differences with each other are bold and clear. For example addiction and 
family dysfunction are two separate categories.
Divergence refers to the way in which categories are “fleshed out.” These are done through the 
processes of extension (building on items already known), bridging (making connections among 
items) and surfacing (proposing new information that ought to fit and then verifying its 
existence). For example in the present study it may be pertinent to point out that those who 
indicate urgency as well as those who merely describe their symptoms are normally waiting 
longer than those who are referred on recommendations. These observations can be further 
bridged with other information to extend understanding such as the relationship of cases to 
waiting times, chronicity of difficulties, personal and social problems and family relationships. It 
is hoped to show how emerging meanings and categories can be explored in this way. Closure 
is brought about when information has been exhausted and categories have been saturated.
Guba (1978) have also suggested that once emerging patterns have been represented into a
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dassificatory scheme it is often useful to cross-classify them in order to generate new meanings. 
This method of cross-classification is referred to as cross-classification matrices. This is especially 
pertinent in programmes whose processes and impacts are largely unspecified and unarticulated, 
and where the outcomes are unknown. In cross-ciassificatory matrices observations of themes 
and typologies are constructed with a view to developing linkages between them.
The idea of cross-classification matrices is important in the second stage of inductive analysis. 
Crossing categories in order to expand observation can bring about linkages that may be useful 
in the interpretative process.
It is hoped that causal and theoretical statements can be made clearly emergent from and 
grounded through the analysis. Theory emerges from the data and is not imposed on it (Patton 
1991).
The appropriateness of traditional forms of validity and reliability has been questioned with 
regards to the above methods. It is recognised that the aim of the method is the generation of 
meaning (Henwood and Pidgeon 1995). In traditional deductive methods reliability and validity 
are based on the assumption of scientific objectivity where researched and researcher are 
independent of each other. The reflexivity of inductive techniques means that the same objectivity 
is not possible. Rather meaning and interpretations are grounded through the analyses. These are 
presented in a manner that the reader can judge for themselves whether an interpretation is 
warranted and can offer alternative ideas (Parker and Burman 1993). The open-ended questions 
do not lend themselves directly to easy quantification.
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Nonetheless despite the above procedure verification of the analyses of the data are obtained 
through a combined (triangulated) strategy as previously mentioned (Denzin 1978). As an 
example findings on the MSA are further explored through the analyses of the responses to the 
questionnaire.
The results are presented in the next chapter.
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CHAPTER THREE: RESULTS.
This chapter is divided into three sections. The first section presents some general features of 
referrals obtained from case records. Two. further sections correspond to the research questions' 
oulined at the end of the introductory chapter. These are restated in relation to results obtained 
from both the multidimensional scalogram analyses and responses from the patient questionnaire.
3.i. General characteristics of the sample:
/. Number o f cases re ferred:
A total of 62 adolescents and young people were referred to the department over a period of six 
months. This approximated to 10.3 cases a month.
Forty two women (67.7 %) and twenty men (32.3 %) were referred to the department.
77. Attendance/Non-attendance at first appointment:
Attendance/Non attendance________________ No:__________%
Attendance 36 58.1
Non-attendance 26 41.9
Total 62 100%
As could be seen from the above, more than half of referred cases attended their first 
appointments but there was a substantial drop-out rate at this stage.
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iii. Ave o f referred cases:
Twenty one cases referred were between the ages of 16-20 (category 1). Forty one cases were 
between the ages of 21-25 (category 2). The percentages break down as follows:
%
33.9%
66. 1%
100%
Of those referred 2/3 were between 21-25 years. 
zv. Categories o f re ferrers:
Referring agents___________No: of referrals ;____%
General Practice 39 63%
Medical Psychiatrists 18 29%
Other Medical Professions 1 1.6%
Other Professions 4 6.4%
Total 62 100%
As could be seen from the above table general practitioners referred approximately two times 
more than psychiatrists.
Age category No: 
1 21
2 41
Total 62
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v. Locality of cases:
Sectors No: of referrals____________ °A
1 13 21%
2 16 25%
3 17 27%
4 0 0
5 14 22%
non-sectored 2 5%
Total 62 100%
Two cases were not from any of the catchment areas (sectors) of the health district. The 
breakdown showed that there were no difference between the sectors except for sector 4. Two 
factors might be relevant in distinguishing sector 4 from the other sectors. Firstly the local census 
showed a more middle-class and less deprived population in sector 4. Secondly the local mental 
health facilities in sector 4 included a voluntary aided Psychotherapy Clinic for Adolescents and 
Young People.
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vi. Lenflh o f waiting times:
Length of waiting time No: %
1 month 30 50%
2 months 10 16.1%
3 months 3 4.8%
4 months 10 16.1%
5 months 4 6.5%
6 months 4 6.5%
7 months 1 1.6%
Total 62 100%
The length of waiting times varied from one to seven months. A third of the cases were seen 
within a month with the majority being offered an appointment within three months.
vi. Ratings o f severity:
Severity was rated from responses to the questionnaire. As previously indicated in the chapter on 
research design (pages 146/147) ratings were derived from themes observed from a qualitative 
analysis of responses to a question in the questionnaire pertaining to reasons for coming for help 
(see Appendix la).
The following four themes were observed: 1. those that did not respond (category 1 ). 2. Those
responses that indicated out of control and urgent need to be seen (category 2). 3. Those 
responses that described their problems without indicating urgency (category 3). 4. Those
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responses that indicated contact owing to suggestions by referring agents (category 4).
Ratings were inter-rated using Cohen’s Kappa measure of agreement. A co-efficient of 0.84 was 
reached. This means that after correcting for chance there was 84% likelihood of agreement 
between independent raters on the themes observed.
Forty two cases did not return their questionaires (category 1). Twenty questionnaires were 
returned. This breaks down as follows:
Attend 1st appointment
Yes No
No: % No: %
Returned questionnaires__________ 19_____ 30.6% 1______ 1.6%
Did not return questionnaires______ 14 22.6%______ 28_____ 45%
Out of the 20 cases that returned questionnaires only 1 case did not attend.This was an 
interesting observation in that it implied that returning the questionnaire expressed a commitment 
to attend.
A further observation was that out of the 20 cases that returned questionnaires only 1 case did 
not respond to the questions but attended appointment. This meant that only 19 responses were 
gathered from questions to the questionnaire.
It was further noted that there were cases that did not return questionnaire but nonetheless 
attended. It was not possible to categorise these cases.
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Of the 19 cases that responded to the questionnaire 8 cases felt that their problems were severe 
and out of control (category 2). Four cases referred to their condition as severe and needing help 
(category 3). Seven cases felt that they were encouraged to come and seek psychological help 
by their referrers (category 4). From the sample of responders this breaks down as follows:
Categories of severity__________________No:_________ %
2 (urgent and out of control) 8 42.1%
3 (described problems - urgency not stated) 4 21.1%
4 (directed by referrers) 7 36.8%
Total 19 100%
Some variation across categories were observed.
3.Ü.
Investigating the research questions:
Findings obtained from the analyses of case records were presented in relation to the research 
questions.
Question 1: Is it possible to differentiate cases in relation to the categories used to classify 
present referral data in order to highlight attendance/non-attendance?
A summary of results obtained from the multidimensional scalogram analysis (MSA) is shown
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in Figure 1. A discussion of the MSA and its use in the present research was presented in the 
chapter on research design (see page 148).
The following variables were analysed on the MSA: age, locality of cases, referrer, severity of 
psychological problems, length of waiting times and attendance/non-attendance (see Appendix 2). 
As can be seen from Figure 1 when categories from the case records were analysed 
multidimensionally cases were partitioned on three dimensions: attendance/non-attendance, 
length of waiting times and ratings of severity. Cases were not differentiated on the following 
variables: age categories, referral categories and referral localities.
However as could be seen from Figure 1 the partitioning of cases on the above variables did not 
correspond to each other in a direct way. For example cases that were differentiated on 
attendance/non-attendance were not similarly grouped on the length of waiting times. No direct 
correspondence was also noted between attendance/non-attendance and ratings of severity. 
Further as could be seen from Figure 1 some overlap of cases along the variables were noted. For 
example there were cases that attended that were also differentiated on both ratings of severity 
and waiting times.
The above findings resulted in some complexities in the exploration of the results. The interplay 
of the three variables were further broken down and observed below.
Observations o f the MSA in relation to waiting times:
Results from the multidimensional scalogram analyses showed that cases were separated into two 
groups in relation to length of waiting times (Figure 2).
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Figure 1- Overall view of the relationship of cases to research variables 
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Figure 2-lndividual plot-the length of waiting times
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The MSA showed that on the whole cases waiting between 1 to 2 months were grouped together. 
Those cases waiting between 3 to 7 months were also on the whole grouped separately. The 
MSA showed that in relation to the other variables of the case records waiting time was an 
important variable that separated cases from each other.
Nonetheless some variability was observed. Four cases were circled in Figure 2. A review of 
three cases showed that they were referred as acute and urgent cases that were offered early 
appointments but did not attend. The questionnaires were not returned by these cases.
In addition a case that had been waiting for four months was grouped with those cases that were 
waiting for less time (1 to 2 months). Again this case was circled in Figure 2 and a review of this 
case showed that it was similar to the other cases in the group in respect of having responded to 
the questionnaire.
Further presentation of the results comprised of observation of the relationship between waiting 
times and attendance/non-attendance. This relationship was however less clear. Some 
observations were shown below.
As a general note the result of the MSA on attendance/non-attendance showed that in relation to 
all other variables cases were partitioned out into two distinct groups of attenders and non- 
attenders (Figure 3). The result of the MSA thus showed that attendance/non-attendance was 
an important variable that separated cases from each other.
When the line demarcating attenders from non-attenders in Figure 3 was transposed on to the
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MSA plot on waiting times in Figure 2, the observation indicated that even though the length of 
waiting times was an important variable it varied independently of attendance/non-attendance. 
Even though a high proportion of cases waiting between 1 to 2 months attended their 
appointments there were also a proportion that did not. Further even though a number of cases 
who were waiting for longer than 2 months did not attend a large proportion of them attended.
Observations o f the MSA in relation to ratings o f severity:
The MSA divided the cases into three groupings (Figure 4). Non-returners of questionnaires 
represented one grouping (Group 1). Group 2 represented a combination of those responses 
rated 2 (urgent and out of control) and 3 (described problems - urgency not stated). Those rated 
4 (directed by referrers) were clustered separately as Group 3.
An important consideration was that no responses were received from most of the non-attenders. 
In this respect it was difficult to note links between severity and non-attendance. What could 
instead be observed was the relationship between severity and attendance.
The MSA indicated that in relation to all other variables severity was an important category that 
divided the cases. However its relationship to attendance raised further issues for observation.
If the line demarcating attendance/non-attendance (Figure 3) was transposed on the plot on 
severity in Figure 4 the observation indicated that there was no direct relationship between 
attendance and ratings of severity.
As an exploration to assist the analysis of the results the line of waiting times was transposed on
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Figure 4-lndividual plot-severity
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the present plot on severity (a schema of this was observed in Figure 1). The following features 
were observed:
1. That some cases in group 2 (ratings 2 and 3 combined group of urgent/out of control 
and described problems/urgency not stated cases) had a variable waiting time of 3 to 7 
months.
2. That those in group 3 (rating 3 referrer-directed cases) had a shorter waiting time of 
1 to 2 months.
As a summary to question 1 results on the MSA showed that in relation to all the variables cases 
were grouped on attendance/non-attendance, length of waiting times and ratings of severity. 
However attendance/non-attendance did not bear a simple relation to either waiting times or 
severity. However the experience of psychological difficulties, feelings of out of control and 
"reassurance" to seek treatment ware observed to have a relationship to waiting times and 
attendance. These experiences were further explored in relation to the next question.
Question 2: What are the experiences of referred cases with regard their psychological 
difficulties that are observed in relation to attendance/non-attendance?
Responses to the questionnaire that were linked to experiences of waiting times and severity of 
psychological difficulties were presented below. These issues were isolated for consideration 
because they were differentiated as important variables in relation to question 1.
Responses to the questionnaire in relation to length o f waiting times:
The questionnaire did not directly query clients’ thoughts with regards to waiting times and their
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likelihood of attending or not attending. These were indirectly gauged from responses to two 
questions: 1. Reasons for coming for help (sot Appendix la) and 2. Professional help 
previously seen (see Appendix lb) . Answers to these questions raised issues pertaining to 
waiting times and attendance/non-attendance. Responses to these questions were qualitatively 
assessed.
Discussion of qualitative analyses pertinent to the present research was explored in the chapter 
on research design (see page 150). This referred to presentation of indigenous statements (what 
responders actually say) and the construction of patterns and themes that emerged as observed 
by the researcher/analyst. Patterns and themes were expressed through the use of display 
matrices where emergent themes were converged together. Divergent themes too were brought 
together for discussion. The method was inductive and generative rather than deductive.
Table 1 was an example of a display matrix. This is an attempt to conceptualise and link 
responses pertaining to reasons for coming for help into some meaningful categories. These 
corresponded to ratings of severity described earlier (see pages 146/147). In the present analysis 
direct quotes were taken from responses to the questionnaire to descriptively highlight them and 
to enable comparisons to be made in relation to experiences that were communicated in relation 
to length of waiting times.
Three categories were isolated. These were "urgent and out of control,” "description of 
problems with urgency to be seen not stated” and "reassured by others to attend.” An inter-rater 
reliability of 0.84 was noted (see page 158).
168
g g B 5!Q 0 $ 0 P>M 9 0 H-0 rr (D rt
0 9* H-*0 01 rr 9
e 9* IQto p)
9
^^ Mi I l ^  H- rr p) 1 0 rt 1 1 t r 0 LJ. 3 rt 1 —  Pi Q CL n rt 1
J 00 M f t IQ m  y cr cr CL ui 9" Mi cr LQ H CD < CD CD 9 J Pi H  9 0 CD 0 to
l H- H- CD rr H- H 0 —  pj 0 0 CD P> • M- 9 —  CL 3 rt 9 *< CD0 • IQ M rr • O 9 CD 9 • H- 0 9 9 = H • to IQ 13 CD to H- <
pr (D IQ - rr IQ CD CD 9 - 0 • 9 H- H 9 rt 9 CD
rr CL O O m rr rr CD - 9" CD 0 0 9 y 9 CD H- p) LQ M
O 0 O 0 9 rr rr PL M 3 to 0 9 0 rt 0 9 CD
9 O rr 3 m H- LQ 0 3 Pi rt 0 . PI CD h rt rt
fl) Mi H- H- O CD 9 0 H 0 9* PJ 9 cr • H PI H 0 CL
CL O 9 rr 0 CD IQ H- CD H rt H- • H • pi r t H-
Mi Mi LQ 9 3 9 CL Ml H H- m • CD cr H- 3 Mi
PJ (D m rr rr LQ P) --X 9 • 3 H H cr 9 Pi Mi
9 m 9" Mi 0 M rr 0 LQ 9 to IQ rr CD CD H LQ 9 H-
CL H pj 0 P) 0 0 • 0 3 9 —-v —' P) 9 J LQ rt 0 Pi O
M- 9 M M H PJ 0 9 U) • • ** p) CD rt rt Q LQ 9
H- 9 CL CD cr 0 CL 5: 0 '— • H- rt H- 0 î*r CD HH IQ 9 J PL CD Mi C • • 9 9 CD rt
H ^ CD rr —-< 0 LQ •< rt LQ O CL . k ;
H 3 CD 0 rt 0 0 .
T CD 9 rt 0 13CD
1 CL Pi 3 1 9 CL LQ to ** 19 0 cr k: CD 0 0 f t 9
ll rt H rt H 9 H- pi 0 H
w 0 0 CD Mi 0 PI 9 9
rt CD f t f t LQ rt rt
• to 9 f t CD rt H- CD cr cr
0 CD 0 H Pi 0 5 0 PL 0 0
9 9 H- H 9 Pi 9 9
rr f t 9 to 9 rt rt LQ
rt PI LQ cr f t 0 • cr
0 cr H to p> H- • rt
0 H- ?r cr 13 Pi H- H- •
rr 9 H- 0 9 f t 3 H
LQ pi 9 0 --s cr 13
3 to cr ~ rr H f t 9 cr 9
0 — cr 3 0 pi CD%—< 0 CL rt • H- •< < rt CD
H to rt 0 cr 9 CD CL
H- — 1 9 CD LQ LQ rt CD
Ml • rt - H- f t 0 PL
CD cr rt 5 rt 9 cr
CD pi 0 H H- PL rt
--^ 3 to Mi 9 0 0
W • CD 9 9 LQ '■
— • CD H 0 H- to PL
• • 3 H- CD cr H-cr cr 9 9 to pi PL
pi rt 0 PL H- < 9< 0 H 0 9 CD
CD CL 0 PI 0 rtcr 9 9 CD
rt CD PI PL
0 H
H H
o
(DmQMH-tr
(DPL
0 
H- Mi 
Mi H- Q 0 H
rrH-
(D01 \  
a
(Q
9Q
g
rr
169
Table 
1
:
Reasons 
for 
coming 
for 
h
e
l
p.(
Dir
ect
 
quotes 
from 
c
a
s
e
s
)
.
H-
W O
W O
H-
H* H-
H
H-
H-
i_n rt
O IQ
t1M
to
S
P
rtP)
H
S
(D
P
H
rt
P*
MO
hh
(Dm
to
H-op
P)
H
to
M
(D<
H-OPto
H
cû
ro
G
H-M
CDO
rt
O
rt
CD
to
hhMO
3
O
toto
CD
to
H
eu
hh
H-
H
H- H-
(T (JQ
H- cr
hh
hh O 
H- hh 
O hh 
CD H*
H*
rt CD
H-
hh
m
H- H
H-
rt rtpr o
LUH
170
Responses such as “get out of hand,” “I need help,” “scared me into coming for help” and 
“don’t seem to be able to control” typified some of the experiences of “urgent and out of 
control.”
Responses such as “to talk about the way I hold my feelings in,” “don’t want anything to ruin our 
relationship,” and “ to sort out my life.” indicated some “description of problems with urgency 
to be seen not stated.”
Responses such as “employment office suggested” and “doctors have re-assured” indicated 
suggestions by others to attend.
In relation to the length of waiting times the following columns further showed how many 
responses were presented in the different categories and the number of months they had waited 
for the first appointment.
Out of control Described problems/
urgency not stated Reassured by others
8 3 0
1 7
8 4 7
When compared to the length of waiting times those that were “out of control” and “described 
problems/urgency not stated” were observed to more likely have waited longer than two months.
Waiting times
> 2 months 
< 2 months 
Total
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Responders who were “re-assured by others to attend” were waiting for less than two months 
before the first appointment.
Table 2 represented responses from those in groups 2 and 3 in relation to the question in the 
questionnaire pertaining to professional help previously seen (see Appendix lb). The following 
columns showed the number of responses in each group in relation to the length of waiting times.
Waiting times
> 2 months (group 2) 
< 2 months (group 3) 
Total
(Professional help previously seen) 
Response No Response
7 4
3
10
Responders who were waiting more than two months and who were out of control and who 
described their problems without stating urgency to be seen (Group 2) were likely to contact 
other mental health professionals in the past. Responders who were waiting for less than 2 months 
and who were referred by others (Group 3) were more likely not to have contacted other mental 
health professionals previously.
Responses to the questionnaire in relation to experiences o f psychological difficulties: 
Experiences of psychological difficulties were prompted from responses in the questionnaire 
pertaining to the the nature and duration of their difficulties (see Appendix 1c).
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Following Cuba’s (1978) recommendation of converging and diverging statements into 
meaningful themes Table 3 was an attempt at generating responses (indigenous statements) 
regarding psychological difficulties into some meaningful categories.
Observation of responses (Table 3) indicated a preponderance of psychological symptoms of 
anxiety (Roth & Argyle 1988, Barlow 1991, Oltmanns & Emery 1995). These ranged from 
obssessive-compulsive disorders to generalised anxiety.
The following columns showed different types of anxiety expressed by numbers of responders 
in both Groups 2 and 3.
Anxiety
Obssessionality/Compulsivity
Panic attacks
Depression
Trauma
Phobia
Addiction
Generalised Anxiety 
No response 
Total
Group 2
4
2
12
Group 3
1
2
1
0
0
1
2
0
7
When differentiated across groups 2 (out of control/described problems - urgency not stated) and 
3 (referrer-directed) the above showed that psychological symptoms of anxiety were present in
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both of them. This was consistent with an inter-rater agreement (Cohen’s Kappa) of 0.92 and 
showed that there was 92% likelihood of agreement between independent raters on the present 
observations.
Table 4 showed responses that were expressed in relation to how the symptoms were affecting 
the responders’ lives. Responses such as “on my own,” “social isolation,” “hard to get on with 
life” and “contact....difficult,” typified some of these feelings. Themes of social isolation and 
personal difficulties were expressed.
The themes were differentiated across Groups 2 and 3 in Table 4. The following columns further 
showed numbers of respondents expressing both personal and social difficulties in groups 2 and 
3.
Group 2 Group 3
Personal relationship 7 4
Social relationship 5 3
Total 12 7
Personal and social relationships were communicated by both groups that had left them feeling 
isolated. A low inter-rater agreement (Cohen’s Kappa) of 0.47 was noted. This meant that 
agreement between independent raters was achieved at 47%. This was mainly due to some 
responses emphasising both personal and social difficulties. This subsequently resulted in some 
differences amongst raters. It was however agreed to retain the present ratings.
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The following observations were posed in relation to the research question.
That those in group 2 had previous contact with other mental health professionals and 
were sufficiently motivated to wait for an appointment (as recognised in the exploration 
of question 1). That those in group 3 had a shorter waiting time which might be due to 
having impressed their referrers to recommend referrals with regards their psychological 
needs (as also recognised in the exploration of question 1).
That those cases that were referred and attended belonged to a group of young people 
who were suffering from chronic anxiety. That attenders were likely to be a group of 
people whose social and personal relationships were affected to the extent that they were 
isolated from their peers where some of their problems could at least be buffered. The 
need for attendance was now recognised as imperative.
In summary a qualitative assessment of responses to the questionnaire in relation to the research 
question showed that three groupings were isolated. They conveyed experiences o f “out of 
control,” “concerned to describe their problems without stating urgency” and “re-assured by 
others to attend.” When compared to the length of waiting times the former two groups were 
able to wait from 3 to 7 months. The latter group was seen within 2 months.
Responses indicated anxiety difficulties that had affected them in both personal and social 
relationships. These had left them isolated from peer groups and impressed them to seek help and 
attend treatment.
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Observations of other categories from the case records:
Even though in relation to all the variables the MSA did not differentiate cases on categories such 
as age groups, referring agents and locality of cases, an examination of responses in relation to 
them highlighted important issues for consideration of attendance/non-attendance. These were 
presented below.
Responses to the questionnaire in relation to age categories:
The understanding of the differences between the two age groups (16-20 and 21-25 years) was 
that those under the age of twenty were said to be struggling with adolescence. These were 
featured in problems of separation with families, independence and autonomy as well as 
negotiations in peer and group relations. Those above the age of twenty were said to be leaving 
adolescence. Areas of difficulties were associated with employment, development of close 
intimate relationships and the negotiation of social conformity. These two groups presented with 
different developmental needs. As seen previously (see page 155) 33.9% of referrals were from 
those aged 16-20 years old and 66.1% of referrals were from 21 -25 year olds.
Table 5 indicated that eight responders in group 2 reported chronic duration (more than 3 years) 
of their difficulties. Seven responders in group 3 also indicated having psychological problems for 
many years. A tentative observation might be that difficulties were further exacerbated by the 
onset of adolescence to the extent that they had become severe.
Even though responses indicated difficulties in separation from their families and problems in
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social and personal relationships, these were also chronic experiences that appeared to be 
exacerbated in adolescence. They were not difficulties that had arisen with the onset of 
adolescence.
It was expected that if die service was receiving adolescents who were encountering problems on 
entering adolescence these would appear in the younger age group resulting in a differentiation 
between the two age groups. An assumption was that if this kind of referrals were received the 
distinction between the two age categories could be more fully ascertained.
Responses to the questionnaire in relation to referrer categories:
Responses from the questionnaire showed that both categories of referrers (Psychiatry and 
General Practice) refer cases of severe anxiety difficulties that are chronic and persistent. Young 
people with severe anxiety difficulties appeared to use both General Practitioners and other allied 
professionals such as Psychiatrists in their search for psychological help as well as to be reassured 
to be referred on to psychology.
Observation of the data showed that community services such as General Practitioners placed the 
service as a resource to refer cases of young people needing psychological help particularly in the 
area of anxiety. However other community services such as charitable organisations serving 
young people were significantly lacking in their use of the service.
Responses to the questionnaire in relation to socio-demography:
The clinical presentation of anxiety problems exhibited by both groups 2 and 3 in relation to 
severity showed no distinctive patterns that were unique to particular sectors.
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Table 5: Chronicity of Difficulties. (Direct quotes from cases).
Group 2 
(u r g e n t/o u t  o f  
c o n tr o l and th o se  
d e s c r ib in g  
problem s b u t n o t  
urgency  and 
w a it in g  > 2 
m o n th s).
Group 3 (r e fe r r e d  by o th e r s  
and w a it in g  < two months) .
C h r o n ic ity - 4 years (1),
- been there for 
longer (2),
- 3 years... 
always had bad 
habits (3),
- at age 9 (4),
- 4 years (5),
- since 
approximately 
January 1994 (6) .
- always have (7)
- for the past 6 
or 7 years (8), 
(n = 8 ).
- On and off all my
life...have always...late last 
year (1),
- always been (2),
- for a few months (3),
- last year (4),
- for about 4 years...on + off 
6 years or more... 2 months(5).
- as long as I can remember 
(6) ,
- as long as I can remember 
(7) .
(n = 7 ).
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However it was observed that negative socio-demographic variables were present in the responses 
of cases that were referred and attended the service. Observations from the structured section of 
the questionnaire indicated that some socio-demographic features highlighted a history of family 
dysfunctions (Table 6) and separation difficulties from the family (Table 7). These were further 
exacerbated by unemployment, social and personal deprivations (Table 8).
Most of the cases reported a history of deprivation that included families that were separated or 
divorced and were unemployed. This was consistent with local socio-demographic studies that 
also indicated high ratings on these measures. However measures presently used to abstract socio- 
demographic variables in this study were limited. This made for some difficulty in comparisons 
with local studies that used more extensive sets of measures.
In the absence of comparative measures it was difficult to ascertain the significance of the present 
sample in relation to the socio-demography of the population. As such it was difficult to compare 
the present data with the socio-demography of those young people who were likely to use social 
and group support and as such were not attending the service. Equally it was also difficult to 
know whether the severity of the referred cases and their negative socio-demography were 
comparable with those who were severely and socially handicapped and who did not access 
services with confidence as reported in some studies (Kutash et al 1994, Cross & Silverman 
1988). This might indeed be the case as a high preponderance of anxiety states in the cases that 
were referred indicated that those with severe mental illness such as those suffering from 
psychotic and personality disorders were not featured in the data. It might be useful to explore 
amongst other
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Table 6: Family Disfunctions. (Direct
quotes from cases).
Group 2 
(urgent/ 
out of 
control 
and those 
describing 
problems 
but not 
urgency 
and 
waiting > 
two 
months).
Group 3 
(referred 
by others 
and 
waiting < 
two 
months).
Difficult Family Experiences (eg of 
Migration, Death and Distant Family 
Relationships
4 0.00
Family Separation and Divorce 4 3
Violence/Arguments 1 2
Comfortable Family Relationships 1.00 1
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Table 7: Separation From Family. (Direct quotes from cases).
Group 2 
urgent/out 
of control 
and those 
describing 
problems 
but not 
urgency and 
waiting > 
two 
months).
Group 3 
(referred 
by others 
and 
waiting < 
two 
months).
Alone 0.00 0.00
With Parents/Family 5 4
In a Flat Share 3 1
With Partner 2 1
Other 1.00 1
Table 8: Currently Employed/Unemployed.
Group 2 (Urgent/out 
of control and those 
describing problems 
but not urgency and 
waiting > two 
months).
Group 3 (referred 
by others and 
waiting < two 
months).
Currently
Employed/Unemployed
YES NO 
4 8
YES NO 
0 7
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socio-demographic variables the class and racial distribution in the area and to compare these with 
the other sectors in order to further explore their impact on attendance/non-attendance.
Even though in relation to all the variables the MSA did not differentiate cases on categories of 
locality the lack of referrals from sector 4 was observed. At present it was difficult to ascertain 
with certainty why this was the case. It might be that this particular sector was well catered for 
in respect of services in contrast to the other communities The result nonetheless pointed to links 
that might need to be explored with regards to this particular sector and the psychological needs 
of young people within it.
The implications of the above findings are discussed in the next chapter.
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CHAPTER FOTTR : DISCUSSIONS AND CONCLUSION^
The discussion of results is addressed in three sections. The first presents a summary of findings. 
The second discusses implications of the findings for the research questions. The third explores
issues raised in the research design.
4.i. Summary of findings:
The overall results showed that more than half of referred cases turned up to their first 
appointments. However a high proportion of referrals also dropped out at this stage.
In response to question one which asked the possibility of differentiating cases in relation to the 
categories used to classify referral data in order to highlight attendance/non-attendance findings 
on the MSA showed the possibility of cases to be separated and grouped in relation to the 
following: attendance/non-attendance, length of waiting times and ratings of severity. No such 
groupings were possible in relation to the following categories: age, referrer and locality.
However in relation to all the variables on the MSA no categories were found to be directly 
linked to attendance/non-attendance. This meant that no direct links were observed between 
attendance/non-attendance and both length of waiting times and ratings of severity.
It was also observed that returning the questionnaire showed a commitment to attend and to 
disclose severity of difficulties. Cases returning questionnaires inevitably responded to questions 
and attended their first appointments.
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The range of waiting times to the first appointment was from 1 to 7 months. This could mean that 
some cases were seen earlier than others.
In response to question two which asked the experiences of referred cases with regard their 
psychological difficulties that were observed in relation to attendance/non-attendance several 
features were observed.
An appraissal of some of the questions in the questionnaire showed that a group of cases that 
combined both those that stated urgency and others that merely described concerns regarding 
their psychological difficulties without stating an urgency to be seen (Group 2) indicated having 
seen different professionals previously and were able to wait. The “recommended/other 
referred” group (Group 3) were seen earlier as more acute cases.
Both groups reported patterns of anxiety that were consistent with clinical descriptions in the 
literature. This was often described as diffused emotional reactions that are out of proportion to 
threats from the environment (Roth and Argyle 1988). Anxiety involves high levels of persistent 
and diffuse negative emotional responses, a sense of uncontrollability and a primary shift to self- 
preoccupations such as guilt, worry and anger (Barlow 1991). Depression was also said to 
concur highly in anxiety states even though exact figures were not available (Roth and Argyle 
1988).
Both groups also disclosed personal discomfort and social isolation in peer relationships.
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Responses from the questionnaire also showed that psychological difficulties were chronic and 
predated the onset of adolescence. They also indicated negative backgrounds such as family 
dysfunctions, separation difficulties and unemployment consistent with low socio-demographic 
ratings for the health district.
4 ii Discussion nf implications of the findings for the research qfiestipPSl
Many issues were raised by the research findings.
The differentiation of cases on attendance/non-attendance, length of waiting times and ratings of 
severity in relation to all other categories on the MSA indicated that these were important 
variables for the attention of the service. The importance of these variables were consistent with 
comments in the literature.
For example Copley (1993) pointed to ambivalence expressed by young people in relation to 
service use. Damon and Hart (1988) showed that emotional lability and avoidant behaviors were 
more likely to be resorted to than attendance for psychological treatment.
The present finding also supported studies that emphasised the importance of waiting time in 
relation to clients’ use of a service (Startup 1994; Kutash et al 1994). However unlike the 
finding in the present research where a relationship between waiting times and attendance/non­
attendance was not observed these studies particularly pointed to a positive relationship between 
increased length in waiting time and non-attendance. Studies by Startup (1994) and Kutash et al 
(1994) were based on community samples that might be quantitatively different from a hospital
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based one as in the present study. The cut-off point in relation to waiting-times and non- 
attendance between community and hospital-based samples was a subject that had not been 
examined extensively in the literature.
The importance of ratings of severity as a category that differentiated cases was also consistent 
with some further findings in the literature. Weiss (1992) showed that young people tended to 
view services with suspicion unless absolutely necessary under circumstances of extreme 
severity. Both Konopka (1976) and Coleman (1961) pointed to a need to differentiate 
psychopathology from “normal” struggles of young people. The former cases were more likely 
to make use of sendees. The latter were said to receive support from peers and family members 
and were thus unlikely to use services.
However the present study showed that even though attendance/non-attendance was an 
important category that differentiated cases from each other, it was not directly linked to the 
length of waiting times and ratings of severity. This was in contrast to other studies that had 
attempted to link non-attendance directly to longer waiting times (King 1991). As alluded to 
above some studies have shown that non-attendance was also directly linked to less 
psychological severity in young people (Konopka 1976, Weiss 1992).
The lack of direct link between attendance/non-attendance and length of waiting times and 
severity of psychological difficulties as indicated in the present research might in part be 
attributed to the limited number of categories that were assesed multidimensionally. The 
extension of categories might help to open up possibilities of further exploring the relationships 
of variables to attendance/non-attendance. However the present research was constrained by the
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limited number of categories used in the service to assess relationships that might impact on 
attendance/non-attendance.
As an example an important category that was absent was that of ethnicity and how this might 
impact on attendance/non-attendance in young people. The absence of this category was due to 
the fact that to knowledge there has been no major study pertaining to adolescence and ethnicity 
and this is seen as important. Further it is also recognised that adolescence and ethnicity demand 
a substantive study in its own right. Questions pertaining to service provision and 
attendance/non-attendance could then be more appropriately addressed. Claims of the lack of use 
by adolescents and young people to health service provisions (Nzegwu 1993, Johnson et al 
1997) were based on small samples of consultations and admissions to clinics and hospitals and 
could not be generalised into the population.
Two further observations were noted that merit discussion. These were in respect of some cases 
having to wait longer than others and the indication of commitment to attend when filling in the 
questionnaire.
i. The length of waiting times:
An issue that was observed was that of the length of waiting times ranged from one to seven 
months.
Some inconsistency could be expected from an acute service where more urgent cases needed 
to be seen earlier. However the research findings showed a need to attend to service procedures 
such as the establishment of criteria for selection of cases for urgent appointments, their impact
on waiting times and their relationship to attendance/non-attendance. Service consistency 
refered to g.iHing principles and protocols used in processing urgent and non-urgent cases.
Responses from the questionnaire further confirmed the need for a screening procedure to assist 
in service consistency in accomodating appointments. This was for the following reasons.
Those cases expressing urgency such as “out of control” (Group 2) were normally able 
to wait for longer than two months.
Those cases expressing attendance due to suggestions by others often showed urgency 
and were seen within two months.
The above observations implied several ideas for discussion:
That it was possible that those who indicated out of control and urgent need for 
professional help were those who were chronically ill and were increasingly motivated to 
seek help after having sought previous arrangements in the past with other mental health 
professionals. These cases were able to wait and showed relative patience with regards 
to length of waiting times.
That it was possible that those who were seen early were able to be reassured by their 
referrers to attend after having impressed upon them their psychological conditions even 
though their situation were not described by them as necessarily out of control. These 
cases have not had contact with other mental health professionals in the past.
A consideration of the above points might need to be filtered prior to first appointments in order 
to maintain service consistency. Such filtering of cases was reported in Copley (1993) with some
success. The manner in which urgency, previous contacts with professionals and ability to wait 
were experienced were important in the consideration of priority to first appointment.
Two further issues could be raised in relation to the implementation of a consistent screening 
procedure.
The first involved attention to the deployment of staff to a two-tier system. This was that of 
offering priority to those cases that were urgent and another system of appointments to those that 
were content to wait on the waiting list. How this procedure related to a clarification of the 
relationship between attendance/non-attendance and waiting times was nonetheless an open 
question. Such service development had not been extensively reported.
The second issue involved the clinical implications of the above screening procedure. This could 
be manifold. Priority cases might present with at risk situations that might demand particular 
clinical techniques to be used by staff. In circumstances where the urgency lay in the referrer 
there might also be a need to distinguish between those problems that were best addressed by 
containing the referrer as opposed to seeing the referred case as an urgent priority. Although 
reported as an important issue in service allocation of cases (Copley 1993) it had not been 
systematically studied.
ii. Commitment to attend:
It was observed that returning and responding to the questionnaire had a relationship to 
attendance.
193
The possibility of a link between returning and responding to the questionnaire and attendance 
supported other reports that indicated a positive relationship between contact from a service 
either through information giving or in the form of a questionnaire prior to attendance (Spector 
1988; Green and Giblin 1989).
It was however difficult to establish a causal relationship between response and attendance from 
the present study. One could speculate that responding to the questionnaire might indicate a 
commitment to explore severity of psychological difficulties. Nonetheless this needed to be 
further explored.
For example it would be useful to consider those cases that did not return and respond but 
attended their first appointment. The assessment of these cases could be compared with those 
that were said to have indicated a commitment through responding to the questionnaire.
If it was significant that returning and responding to the questionnaire indicated a commitment 
to attend the implication for service provision was that allowances needed to be made for 
increased uptake of service. This might include extra staff to cater for increased demand. Policies 
might also need to be thought with regards to waiting list procedures and effects of further 
waiting time for these cases after the first assessment contact.
In relation to the exploration of responses to the questionnaire a further point that merits 
discussion was the preponderance of anxiety referrals.
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The preponderance of anxiety referrals:
This observation was consistent with other findings based on referrals of adolescents and young 
people to out-patient mental health centres (Sprinthall & Collins 1995, Baruch 1995). This 
meant that those with serious mental illness such as psychosis and personality disorders were not 
likely to be seen in the department. Referrals also indicated chronicity of anxiety difficulties prior 
to the onset of adolescence. This might further mean that those cases that were encountering 
difficulties with the onset of adolescence were not presently seen by the service.
The implication of the above findings pointed to the need to negotiate with referring agencies for 
a spectrum of difficulties to be referred that could benefit from psychological help.
Three further issues from the research findings merited exploration. These were in respect of the 
age categories of referrals, the agencies that referred them and the socio-demographic 
distribution of the district population.
i. Attendance/non-attendance and age categories of young people:
Even though no relationships amongst cases were established on the MSA with regards to age 
categories several issues were raised for discussion.
Studies in adolescent psychopathology emphasised the need to distinguish between those who 
were struggling in adolescence and those whose existing psychopathology were exacerbated by 
the onset of this period. In a transitional period between childhood and adulthood the 
constitution of normative struggles were often confused with serious maladjustment (Coleman 
1961).
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Observation from the data showed that the service was receiving the latter category of young 
people and not reaching the former. Further the non-differentiation of age categories on the MSA 
showed that adolescent transitional difficulties were not isolated as a particular feature of 
referrals to the service. Cases described chronicity of problems complicated by dysfunctional 
familial relationships similar to characteristics described in the literature (Konopka 1976; Weiss 
1992). These raised several issues for discussion. In particular these relate to poor prognosis and 
lack of independence, containment and psychological reasoning to proceed in treatment.
Firstly chronicity indicated early onset of difficulties prior to adolescence.This had been related 
in the literature to poor prognosis and increased severity (Orvashel 1990). The responders in 
group 2 (ratings 2 & 3> out of control/described problems but not state urgency - see pages 
157/158) indicated increased difficulties in managing their problems and feared those difficulties 
getting out of control. Secondly most of the literature also related early onset to chronic 
difficulties in family relationships (Konopka 1976, Sprinthall and Collins 1995) . Most 
responders in the present study indicated this. Thirdly studies pointed to the relationship between 
severity and lack of containment in the struggles of adolescence (Copley 1993). Responders 
showed possible lack of containment in their relationship to themselves and those they were 
closed with. Responses indicated tension, frustration and some need to take these out on their 
families. Chronic dysfunctional family relationships might have complicated the development of 
containment. Responses further showed that the majority were still unseparated from their 
families. This had left the adolescents feeling isolated from peer, social or work groups and were 
not able to use these relationships to contain emotional experiences or to use them to negotiate 
social conformity.
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The literature also pointed to the relationship between increased psychological difficulties and 
concrete thinking. This referred particularly to an incapacity for psychological reasoning 
(Markus and Nurius 1986, Damon and Hart 1988). The present findings however showed that 
despite the need for immediate help and the fear that difficulties were uncontrollable which could 
be construed as symptoms of concrete thinking some responders (Group 2) in the present study 
communicated some ability to wait. They had been through various different professionals and 
had come to psychology with some understanding of what this entailed.
The above were hopeful signs that enabled some cases to seek help. Others who did not might 
well have difficulties translating difficulties into a search for appropriate psychological help.
Some of these latter cases might reflect elements found in group 3 (directed by others). 
Responses from group 3 showed less waiting time primarily because their concrete needs might 
have been impressed on their referrers. Through this process a trust to be referred developed. 
This consideration was similar to other research findings that showed good prognosis of 
attendance if cases could form a trusted bond with an adult despite a background of familial, 
social and personal difficulties (Hauser et al 1990).
A case could be said to support the development of services to reach adolescents and young 
people to overcome the barriers of seeking psychological help. These could be aimed at helping 
professionals and care-givers to attune to those young people who were : i. making the circuit of 
negotiating help, ii. isolated but could be reassured to seek help early enough, iii. mentally ill and 
were not able to access services appropriately and iv. needing help in their struggles in
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adolescence. These ideas necessarily warranted further research.
ii. Attendance/non-attendance and referrer categories:
It was observed that General Practitioners referred equally to other professionals such as the 
Psychiatric services. In this respect a gap in referrals from the community such as that 
represented by general practices was not noted. This finding had several implications.
The first was to foster research into the viability of offering help to Community and General 
Practices to think about the possibility of enhancing a spectrum of adolescents to attend and not 
just those in severe anxiety crises. Consultation with these practices might enable the filtering of 
appropriate cases that were in need of urgent appointments as opposed to those that were 
impressed upon the practitioners. The development of such consultation work with professionals 
had been shown to have a facilitative outcome (Copley 1993). Several studies had also pointed 
to positive relationships that could be fostered between Clinical Psychologists and General 
Practices (Thomas and Comey 1993).
The second point referred to an observation made earlier. This was that adolescents who were 
in need but whose struggles were not severe and chronic might search for help from peer and 
social groups. They were thus not likely to use hospital or community clinic based services. 
However a distinction needed to be made in service provision between trying to engage these 
group as cases, or offering support to the community organisations which might be providing 
valuable informal counselling and support. This observation pointed to a need to further research 
into links that could be made with other community and social organisations offering services to 
adolescents and young people. The literature appeared to find a positive outcome in reaching
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adolescents in this way particularly those that were not likely to come to hospital-based services 
(Kutash et al 1994). However this was a further area for research as it was not known from the 
present study as to the relationship between attendance/non-attendance and hospital-based 
services as opposed to community- based settings.
iii. Attendance/non-attendance and the socio-demographic distribution of the district 
population.
Even though no relationship was established between attendance/non-attendance and socio- 
demography the discussion of the results pointed to several important issues.
Firstly the research pointed to a need to compare the case records with findings from local socio­
demographic studies in order to enable cross-comparison to be made. In this manner differences 
and similarities between findings from referred cases and that of the community could be made. 
One of the main implications of this observation was the need to expand on questions pertaining 
to socio-demography in the questionnaire in order to facilitate cross-comparison.
Assets and deficits from possible cross-comparative studies might point to imbalances that might 
require a replanning of services. This might include links with the community through initial 
consultative work, interagency collaborations with local clinics and community youth resources 
in order to access both severe and less at risk cases.
The above strategy might lead to community psychological involvement that could be different 
to direct clinical out-patient work. This type of community involvement could be compared with 
those studies that positively affirmed the effectiveness of this strategy (Kutash et al 1994).
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Discussion of the methodology of the present research:
The nature of the present research was that of service evaluation. It had been argued as an art that 
was tailored to the specific circumstances of the programme being evaluated. It had also been 
described as being as systematic an endeavour as one could within practical constraints (Barker 
et al 1993).
Some of the tasks of service evaluation were to aid decision making and to oversee a setting’s 
operational difficulties. The primary aim of the present evaluation was thus formative in order 
to influence a service as it was forming itself. In this respect it was aimed at the generation of 
issues pertaining to service development (Scrivens 1974).
Questions were postulated in the research in order to be generative. In this respect its method was 
inductive rather than deductive. It privileged the search for meaning and understanding 
(Henwood and Pidgeon 1995).
Validity in qualitative research had been discussed in several ways (Denzin 1978, Potter and 
Wetherell 1987, Patton 1991, Stiles 1993 and Henwood and Pidgeon 1995). These are now 
summarised and explored in relation to the present study.
Firstly Potter and Wetherell (1987) and Stiles (1993) recognised the need for coherence in 
qualitative analysis. This meant that the apparent quality of the interpretations in terms of the way 
the analysis fitted together and produced effects and functions were viewed as important. The
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importance of fit was also emphasised by Henwood and Pidgeon (1995) who suggested the use 
of labelling, summaries, definitions and classifications as conceptualised by the researcher. These 
were made explicit for others to observe. Stiles (1993) and Henwood and Pidgeon (1995) also 
suggested the importance of reflexivity where the role of one’s own values and and how these 
might change were reflected upon. Henwood and Pidgeon (1995) further suggested the use of 
documentation where hunches about the quality of the data and observations about the context 
of data generation were also expounded. In the present research responses to questions from the 
questionnaire were presented in detail (see Appendix Id). Pertinent issues as perceived by the 
researcher such as urgency in the need to be seen were highlighted in all the responses. The use 
of figures, tables and columns were further presented. For example Tables were used to show 
links that could be made as in the relationship between urgency and waiting times. Columns were 
also employed to indicate how many respondents expressed particular needs.
Secondly Potter and Wetherell (1987) and Stiles (1993) recognised the importance of consensus 
amongst researchers in thinking about validity in qualitative research. Attempts at trying out 
interpretations on other investigators in order to assure readers that others found the proposed 
interpretations convincing were suggested. In the present research responses to the questionnaire 
were integrated in order to provide some consensus.
Thirdly Denzin (1978) and Patton (1991) proposed a combined or mixed approach to data 
exploration in order to enhance the generation of meaning and reliability. Potter and Wetherell 
(1987) and Stiles (1993) referred to this approach as that of triangulation where information 
gathered through multiple methods and from multiple sources were observed for convergence. 
The present study involved the gathering of information from several sources. Both the MSA and
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qualitative analysis of responses to the questionnaire were methods employed in the research. 
For example information from case records such as age, referring agent, locality of cases, length 
of waiting time, severity and attendance/non-attendance were broken down into categorical data 
and analysed on the multidimensional scalogram analysis (MSA). Findings such as the importance 
of severity and waiting times were further explored in relation to issues raised from a qualitative 
appraissal of responses to the questionnaire.
Fourthly the importance of integration and synthesis (Henwood and Pidgeon 1995) and 
fruitfulness (Stiles 1993) in the analysis were seen as important in discussing validity m 
qualitative research. This referred to the extent to which an analysis made sense of the subject 
matter and generated novel explanations. Preliminary observations pertinent to formative 
evaluation were recognised in the present study. For example it was observed that those who 
expressed urgency were seen later than those who attended due to recommendations by others. 
Further attenders showed a preponderance of chronic anxiety symptoms. These observations 
enabled several recommendations to be made such as the need for a systematic service protocol 
with regards to referrals and the implementation of a questionnaire tailored for the use of 
adolescents. The need to think about reaching larger layers of young people above those 
presenting with chronic anxiety was also recognised.
A fifth area seen as important in thinking about validity in qualitative analysis was variously 
referred to as participants’ observations ( Stiles 1993) and sensitivity to negotiated realities 
(Henwood and Pidgeon 1995). This meant that interviews were conducted in such a way as to 
attempt to elicit participants points of view and to gather together what they felt were important 
experiences for them (Stiles 1993). Henwood and Pidgeon (1995) also suggested that as a
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consequence of good fit the work of the research should be readily recognizable to participants. 
Potter and Wetherell (1987) also previously referred to catalytic validity and this was 
conceptualised as the degree to which the process of research energised participants and 
produced change and growth in the people whose experiences were being described. The present 
research was an attempt to qualitatively analysed referrals’ responses to some open - ended 
questions in a questionnaire used prior to first appointment. These questions pertain to 
descriptions of psychological difficulties and need for help. The research was limited to 
preliminary investigation of case records that included the questionnaire. It was a formative 
evaluation of a new service. No direct contact with participants was made.
A sixth area seen as pertinent in thinking about validity in qualitative research was that of viewing 
findings in relation to other reports. Henwood and Pidgeon (1995) referred to issues of negative 
case analysis and transferability. The former was concerned with exploring cases that did not fit 
an emerging conceptual system in order to challenge initial assumptions and categories. This was 
recommended for the purpose of modifying and elaborating on issues where necessary. The latter 
referred to applying findings of a study in contexts similar to the context in which they were first 
derived. The purpose was to explore the general significance of findings derived from the study. 
As mentioned previously the present study was limited to a preliminary and formative evaluation 
of a service. This referred to adolescents and young people referred in the context of an adult 
mental health service. Further even though reports from specifically adolescent mental health 
services were known to the study (King 1991, Baruch 1995) to knowledge no significant reports 
were made of the use of services by adolescents and young people in the context of adult mental 
health services. In this respect comparison between this study and others was limited.
203
The components of the present research are now appraissed.
a. The recording o f cases and the use o f the questionnaire:
The present research made use of current procedures in the recording of cases. These were 
primarily influenced by the demands of audit and existing categories were used in the study. Even 
though the perfect questionnaire design was probably impossible (Fife-Schaw 1995) there were 
nonetheless several limitations recognised in the present study.
1. Being geared to a general adult population it was not specific to explore the particular 
needs of adolescents and young people. In this respect information that needed to be 
gleaned for this age group might be limited. Fife-Schaw (1995) emphasised the 
importance of carefully choosing background and information data that were geared 
towards a particular research. Unambiguously worded and user-friendly format with the 
adolescent and young people in mind might be different to that of the general adult 
population. A case in point was the classification of employment and socio-economic 
status. Classifying students and the unemployed was problematic. So was the use of 
parental status to determine a client’s class. It was difficult to ascertain at what age a 
young person’s status could be regarded as a good indicator of class and status (Fife- 
Schaw 1995).
2. The need to extend on the categories presently employed in order to further assess their 
impact on service use was recognised. For example the expansion of socio-demographic 
variables were alluded to earlier. This together with categories that could be abstracted 
from a screening instrument of urgency could highlight important areas that could
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possibly impact on service use and attendance/non-attendance in particular.
Difficulties in analysing open-ended questions were recognised (Fife-Schaw 1995). It was 
observed that the present questions appeared to limit descriptive narrations of difficulties. 
That is to say the questions seemed to prompt answers that featured symptomatic 
difficulties and less about how psychological difficulties were experienced. As a result the 
qualitative explorations were limited and appeared to highlight anxiety states more than 
how cases were thinking about their difficulties and thus their need for help. Evaluation 
of these latter processes might help to deepen understanding of how young people were 
guided to attend psychological services.
A further point that was related to the above was the inherited nature of the questionnaire 
used for a general adult population. The original intention of the open-ended questions 
were unclear in respect of whether it was meant as a diagnostic tool, an audit record or 
for the purpose of engaging respondents prior to attendance which might highlight their 
psychological experiences. This lack of clarity made for difficulty in weighting the data 
for the purpose of coding. It was well known that even though it was possible to quantify 
open-ended responses they did not lend themselves easily to numerical analysis (Fife- 
Schaw 1995). The lack of clarity in the purpose of the questionnaire design further 
complicated this process.
Another relevant point was related to biases that were observed in self-reports and 
disclosures in adolescents. Recent studies showed that adolescents and young people had 
a tendency to both cover up difficult behaviour and an eagerness to brag about actions
and experiences (McCord 1990). However studies were mainly based on a general survey 
of adolescents and not on a sample of adolescents with chronic and debilitating difficulties 
such as featured in the present study. Indeed the present study showed responses of 
being out of control and a desperate need for help. Nonetheless a systematic comparison 
to compare biasing tendencies in both groupings could be a useful excercise.
The research postulated the use of the questionnaire to incorporate four functions for future 
determination. The first pertained to its use as a screening procedure for priority cases. Such a 
procedure could be included as part of a questionnaire which could be distributed soon after a 
referral was received. The second function of a questionnaire was its use as an extended audit 
that could enable the comparison of socio-demographic variables with the local population. The 
third area involved the restructuring of the open-ended questions that could influence in-depth 
qualitative appraissal of responses. The fourth function of a questionnaire was its use to secure 
engagement and increase the likelihood of attendance.
b. The use o f the Multidimensional Scalogram Analyses (MSA):
The MSA allowed for the exploration of the relationship of cases to several variables or assigned 
categories from the case records. The MSA not only allowed for the relationship of the cases to 
be assessed around pertinent variables but also enabled the comparison of these variables to be 
made in respect to attendance/non-attendance. Further the relationships of cases across the 
different variables were usefully represented visually in a geometrical space. Thus a particular 
usefulness of the MSA was its ability to visually point to possibilities of groupings even though 
some anamolies were present. This was the case in respect of cases and their relation to 
attendance/non-attendance, waiting times and psychological severity.
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The uniqueness of the MSA was that the results could be further qualitatively appraised by 
reference to the case-records. In this respect it complemented the qualitative analyses of patients’ 
responses and descriptions to the open-ended questions of the research.
c. The use o f qualitative analysis:
It was recognised that the examination of qualitative data could be a very tedious process 
(Henwood and Pidgeon 1995). Copious data demands a system that could highlight salient issues 
for examination. It was also recognised that the evaluation of qualitative data could proceed in 
a multiplicity of ways (Parker and Burman 1993).
The qualitative analysis of responses to the questionnaire observed the procedure recommended 
by Guba (1978) for service evaluation. Cuba’s (1978) method of qualitatively appraising 
responses into meaningful themes and to generate connections between them was recognised as 
a useful procedure. The use of categories and matrices in order to highlight emergent themes 
enabled the comparison of qualitative data to be meaningfully presented. For example it was 
possible to observe and discuss links between reasons for coming for help, experience of anxiety 
symptoms and their effects on relationships across different groups of responders. The use of 
matrices also enabled links to be made with regard chronicity, family relationships and status of 
employment across the groups of responders to facilitate discussion of the research questions.
Conclusions:
The sample of cases that were referred to the service represented adolescents and young people
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who were experiencing extreme anxiety states for some period of time. This might be 
disproportionate in numbers to the majority who for various reasons such as the availability of 
group support did not reach the service. The sample of cases did not include those who were also 
profoundly handicapped by mental illness and who might not be able to access psychological 
service with confidence or might already be served by psychiatric services.
The present formative findings also pointed to links that needed to be made with community 
organisations which included General Practitioners. The impact of such strategies on rates and 
types of referrals could be a future research undertaking. Their effectiveness in ascertaining 
whether other layers of adolescents and young people with differing psychological needs could 
be accessed was useful in the determination of future service provisions. This appeared to be the 
move in some services catering for the psychological needs of adolescence and young people. 
Some positive outcomes were reported (Kutash et al 1994).
The present research was a formative attempt within which findings were used to understand 
gaps in service provision particularly in the area of attendance/non-attendance. It was however 
constrained by data that emerged from current service operations. Nonetheless present findings 
had engendered future research possibilities.
Adolescence represented a complex of issues. It was observed that normal psychological struggles 
in adolescence presented themselves with multifold needs. These covered areas of independence 
and separation from family attachments, the negotiation of social and peer group relations and the 
development of personal and social responsibilities. Family dysfunctions, poverty and 
unemployment added further complications to these struggles. It was recognised that underneath
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the call for help such as being “out of control,” “obssesional,” “tension,” “depression,” 
“frustration” and “taking it out on my family” lay complex issues that not only impacted on 
attendance and non-attendance but had ramifications for research, clinical work and service 
planning.
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Appendix la:
Why have you come for help now?
Group 2:
Pt 1 : “I started having severe difficulties again, in mid February. I was trying to manage the
situation on my own but things were constantly deteriorating. Right now I feel 
completely blocked and incapable to cope and start feeling better unless I have a 
professional help since my own personal efforts have failed.”
Pt 2: “Because I am angry that Fm letting this problem gets to me. Not very happy that this
jealousy is taking over. Wanting to be “normal.”
Pt 3: “Because I need help.”
Pt 4: “Because it’s gone too far now. I thought I’d grow out of it but I haven’t and sometimes
I think I’m going mad ”
Pt 5: “It’s happening too often.”
Pt 6: “I don’t seem to be able to control things on my own. Summer 1993 was also the worst
I have been and it scared me into coming for help ”
Pt 7: “Before it gets out of hand.”
Pt 8: “I am tired of feeling frightened and ill all the time.”
Pt 9: “I always thought I needed to, but didn’t know how to and what to do. I feel it’s
mainly because Fve started to improve things since going out with my girlfriend and 
I don’t want anything to ruin our relationship.”
Pt 10: “I need to talk about the way I hold all my feelings in and when I let them out I don’t 
seem to be able to talk about them. I have to do other things.”
Pt 11: “I have approached you because I think I suffer from dyslexia. I intend to sort out my 
life this year and I intend to study ”
Pt 12: “Because I get really frustrated that I get squirmish over blood, wounds + knives + 
also because I might be forced into a situation one day when I have to help someone ”
Group 3:
Pt 1 : “I originally went to the doctors because I needed a doctor’s certificate for college.”
Pt 2: “The officer from the employment office suggested I see my doctor to get some help.”
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Pt 3: “Doctors have reassured me there is nothing wrong with my health physically - but 
have said it is anxiety/stress.”
Pt 4: “I was advised to seek help by my grandmother Because my mother has rheumatoid
arthritis and it slowly getting worse. I am being put under more pressure and my 
grandmother could see that.”
Pt 5: “I was embarassed before but it’s got so bad my family suggested I should go and see
about it, I thought it might go away.”
Pt 6: “Having been in a mental health unit it has come to my attention that I need therapy.”
Pt 7: “Had psychotherapy for 2 years, didn’t feel that it helped.”
Appendix lb:
Are you seeing, or has it been suggested that you see anyone else for help with your 
difficulties? If yes - please specify.
Group 2:
Pt 1 : “I had been seeing a clinical psychologist for one year, last year in Greece. Right now I
am doing a postgraduate degree. My 1 st degree I did it here in the UK. By the end of my 
1st degree I was suffering depression so I returned to my home country and there I 
started seeing this clinical psychologist.”
Pt 2: “I am hoping that maybe hypnosis will be of help to me.”
Pt 3: “Yes I went to see a doctor at M hospital. I told him my problems. He said don’t worry
about it, just give me a medicine, but medicine didn’t help me.”
Pt 4: “I have seen a psychologist and he referred me.”
Pt 5: “No.”
Pt 6: “In 19941 saw a psychiatrist in Harrow and she referred me to a psychologist but my
referral got lost. I have since moved and have, therefore reapplied.”
Pt 7: “No.”
Pt 8: “I was seeing Dr(Psychiatrist) before being referred to you.”
Pt 9: “No.”
Pt 10: “I have arranged to see a councillor from M organisation to help me with my insecurity
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problems. (But I would be happier to deal with all my problems with the one person).”
Pt 11: "I have been attending CC centre in WG since April 1995. This has not helped at all. Dr 
S was the person I saw.”
Pt 12: "I discussed my phobia with my GP and she suggested I spoke to a psychologist.”
Group 3:
Pt 1: “N o”
Pt 2: “No.”
Pt 3: “No,”
Pt 4: “N o”
Pt 5: “No.”
Pt 6: “Counsellor.
Pt 7: “see above.”
Appendix 1c:
Please describe the nature of vour difficulties as you see them, mentioning how long von
have had them.
Group 2:
Pt 1 : “Obssessive thought about this one person I have known for 4 years. Always thinking
this person “looks” better than myself, thus making me feel “lower than this person.”
Pt 2: “Unable to organise and prioritise the things I have and I need to do in life in order to
maintain a balance. Very bad time management and great difficulty in communicating 
and admitting my academic problems to my lecturers and supervisors due to great 
feelings of guilt and shame.”
Pt 3: “When my head broken after that accident I always have pain in my head. When I
came to England my head pain got worse.
Pt 4: “Bad habits. Nervousness brings them out more. I know Fm doing it myself and
sometimes I feel I have to do it to get it out of me. 3 years. Fve always had bad habits 
as long as I  can remember.”
Pt 5: “I feel I have obssessive-compulsive disorder, but main worry is the thoughts rather
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than compulsive actions (which are not too bad). Generally feel unable to calm down. 
Began at age nine and has continued in varying degrees since ”
Pt 6: “Have trouble travelling on tubes as I panic and get all hot and dizzy.”
Pt 7: Blank.
Pt 8: Blank.
Pt 9: “Firstly I feel that they have been there for longer that what was described in the previous
form. As I used to get depressed a lot before them, about things and I felt I had no one
to talk to. I was brought up in an atmosphere when you should deal with your own 
problems.
Pt 10: “Up till recently I was a regular user of cannabis (everyday for four years). I feel it 
helped me escape everyday reality.”
Pt 11: Since approximately Jan 1994 I have been extremely frightened that I am going to 
develop or have a serious life threatening illness. Usually it is a fear of developing 
cancer. If I have a pain or a spot I am convinced that it is the symptom of something 
serious like cancer.”
Pt 12: “For the past 6 or 7 years I have always had a problem with knives and open wounds 
or blood. I can’t listen to stories involving knives, wounds or blood.”
Group 3:
Pt 1 : “I have been miserable on and o ff all my life and have always been uninterested and
unenthusiastic. The depression started late last year resulting in a suicidal state. I get 
mood swings - sometimes totally blanking, sometimes quite violent. I get depressed 
easily and upset easily. I find everything a struggle. I’m constantly paranoid. I’m 
always getting nervous. I’m very slow. I’ve suffered panic attacks + shaking fits.”
Pt 2: “I’ve always been shy and quiet. I cannot talk to people easily especially strangers.”
Pt 3 : “Breathing problems - pains in chest and leg and arm, for a few  months. Last year -
tightening of throat - difficult to swallow - was put on beta-blockers - came off then - 
when I found out I was pregnant ”
Pt 4: “1. Having a normal relationship with a partner. Had a problem with this for about four
years. 2. Nightmares, waking up smelling blood. On + o ff 6 years or more. 3. 
Eviction putting pressure on myself (2 months).”
Pt 5: “ I get very nervous and starts shaking when there’s a lot of people. I can’t go out by
myself and I am claustrophobic. I can’t sleep sometimes because of bad dreams and
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voices. I've had them for as long as I  can remember but they have seemed to get worse 
as I get older.”
Pt 6: “Before giving up drugs I would fed slightly depressed when not under their influence.” 
Pt 7 : “Obssessional checking as long as I  can rememberT
Appendix Id:
In which wavs do vour difficulties affect your life?
Group 2:
Pt 1 : “As a result I see that now I am in a state of social isolation, I don’t enjoy life, I am
tired of doing things on my own. In the academic side, I am in a serious trouble since my 
pessimism, my lack in believing in my abilities, my surrender to my fears, and my 
guilty feelings stopped me from seeking help from my fellow srudents or lecturers, and 
now I am completely stuck in both my term projects from which the whole Msc depend 
upon. I get very emotional, I cry very easily. Although I tried to figure out why I cry so 
easily, why am I doing this, and although I think I understand the subconscious thoughts 
that provoke the crying (ie childlike behaviour, waiting for someone else to help me, since 
I feel incapable -> deny my responsibilities) I can’t stop it. I feel shame for this. Of 
course now, I hate myself more (since I know the reasons and I don’t do anything 
effective to change). Furthermore, I feel extremely, extremely guilty towards my 
parents I know that I have these feelings, but I don’t know what to say to myself to 
counteract them, in order to change my behaviour. Furthermore being a compulsive 
overeater resulted in gaining a stone since October, and that makes me feel even worse 
and I don’t really want other people to look at me, because I feel even worse. One of 
the reason I don’t want to appear at the university, is that being these all these negative 
. feelings are emerged.”
Pt 2: “Makes me feel not like enjoying myself, ie - socialised with other people, not making
an effort to look good, afraid to go anywhere near the person whom I’m always 
comparing myself to - scared she will look better than myself and overshadow me.”
Pt 3: “I can’t sleep well. I get sleepy on the bus I can’t control myself.”
Pt 4: “When I get a twitch I know I’m doing it and I can’t help it, and when other people are
around I feel embarassed that they’ve seen me twitch and they think I’m mad ”
Pt 5: “Being late for work, or not attending if I feel really bad.
Pt 6: “When mild, they are just annoying and make such activities as going to bed a bit more
difficult. When worse, can stop me being able to do anything else properly.”
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Pt 7: “Argumentative, insecure ”
Pt 8: “I feel because of the relationship I have with my family. I cannot keep relationships
going now, and the people who try to get close to me, I just put up a shield.”
Pt 9: “I find it hard to do my work as I think a lot, also I find it hard to sleep, to make
friends and get on normally. I feel like I am hiding something embarassing. I don’t 
end up achieving as much as I could do.”
Pt 10: “Lack of confidence, insecurity, possessiveness, mild panic attacks, low self esteem 
of myself.”
Pt 11: “Sometimes I am so worried I am not able to do anything such as read or go out. I 
often feel extremely irritable and low.”
Pt 12: “Often I can’t hold sharp knives as tey make me cringe and then I think about open 
wounds + blood. On occassions when my friends or family have cut themselves, serious 
or not, I cannot help them at all. I can’t bring myself to look at the wound so I always 
have to look away or even leave the room.”
Group 3:
Pt 1 : “Contact with other people is difficult. I find people hard to cope with. I hate being
with more than one other person. My lack of enthusiasm and interest makes it hard 
to get on with life. I feel uncomfortable in most situations. I can only relax when I’m 
home alone.”
Pt 2: “This affects my life as I cannot get employment when I go to job interviews or
employment office. I freeze up and cannot answer their questions on one occassion I 
cried.”
Pt 3: “Can’t go for too long in a car - feel I can’t breathe. Can’t be myself sometimes,
because I get scared I will stop breathing.”
Pt 4: “Well not being able to stay in a relationship for a long time. Not getting much sleep. 
Lack of concentration.Not spending or giving much attention to my daughter as I 
would like. Having this eviction on my head is causes loads of worry, frustration on if 
myself + daughter will be homeless. Feeling very insecure.”
Pt 5: “I had to pay people to come shopping with me and to come with me on buses etc But
now I’ve got a girlfriend who’s very understanding and helpful but she can’t always 
be there so that can be a problem.”
Pt 6: “It is difficult to function in everyday life.”
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Pt 7: “Makes me very frustrated with myself Sometimes get very depressed. Take anger
out on family.”
223
A2
2
1
1
1
2
2
2
2
2
2
1
2
2
1
2
2
1
1
2
2
1
1
2
2
1
2
1
1
2
1
2
1
2
2
2
2
2
2
2
APPENDIX 2 :
LOCATION REFERRER SEVERITY WATTING
TIME
ATTENDANCE/
NON-ATTENDANCE
2
2
1
2
1
1
2
1
1
1
2
2
2
1
1
2
1
1
1
2
2
1
1
1
1
2
2
1
1
2
1
2
2
1 
1 
1
2 
1 
1 
2
224
CON’T
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APPENDIX 3 :
HARINGEY PSYCHOLOGY DEPARTMENT
This questionnaire is sent out to all people who attend the Psychology Department for the first 
time. Although the questionnaire is quite long, it will help us a lot when we first see you Where 
there are alternatives, please circle which seem unclear, do not worry, as we will be able to discuss 
these things when you come for your first appointment.
Please return the questionnaire in the envelope enclosed before you come for your appointment.
Finally, the answers you give to these questions are strictly confidential and will not be discussed 
with your family, employer, or anyone else outside the Department.
NAME:
DATE:
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(1) Are you:
(2) Are you living:
CHILDREN AGES
(i) Are you currently employed? Yes/No.
(ii) What is your usual or most recent occupation?
Education
What age did you leave school?
What qualifications do you have?
(a) None
(b) CSE’s/ "O' Levels / City & Guilds
(c) HND / ‘A’ Levels ? GCSE’s
(d) Degree / Diploma
(e) Other (Please specify).
Are you registered disabled? Yes/No.
a) married
b) single
c) divorced
e) separated
f) co-habiting
a) alone
b) with your parents
c) in a flat share
d) with your partner 
(Husband\wife\boyfriend\ 
girlfriend)
e) other (please specify)
MALE/FEMALE LIVING WITH
YOU YES/NO
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Age now if not now Occupation
or at living, your own
death age when he or
she died
Father 
Parents____________
Mother
Name Age Marital
Status
Details of 
your brothers 
and sisters 
and yoursef 
in order of 
age
Please comment on your physical health in general ; have you had any serious illness or accidents 
at any time in your life?
Can you tell us something of your childhood mentioning any changes or separations you 
experienced?
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Country of Origin
Please give country you were bom in.
Ethnic Origin
To which ethnic group do you consider yoy belong? If you are descended from more than one 
ethnic or racial group, please tick the group you consider you belong to, or tick4 Any other ethnic 
group’ and describe your ancestry in the space provided.
African Filipino
Caribbean UK/Irish
Asian Greek Cypriot
East African Asian Turkish Cypriot
Chinese Other European
EEC European 
(Except British)
Any other please specify
What is your first language?
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Are you taking any prescribed medication at the moment? If so, please specify?
Do you think you have ever had problems with drugs or alcohol?
Please describe the nature of your difficulties as you see them, mentioning how long you have had 
them.
In which ways do your difficulties affect your life?
Why have you come for help now?
Are you seeing, or has it been suggested that you see anyone else for help with your difficulties? 
If yes - please specify.
Is there anything else you would like to tell us or you think would be helpful for us to know?
Thank you for taking the time to complete this questionnaire. Please make any comments you 
would like to make about the questionnaire or how it might be improved.
Zahari Ngah
Research Dissertation in Clinical Psychclogy.
iriïï*-2
August I983.
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Abstract :
The constitution of adult sleep was briefly outlined. The 
development in the pattern of sleep in pre-school children 
was given before the characteristics of sleep disorder in 
this age group were described. Some physiological and 
developmental aspects relating to sleep disorder were noted. 
The. views of other researchers such as the ones claiming 
that parental overresponsiveness, attitude and management 
were associated with sleep—disorder in pre-school children 
were particularly considered.
The hypothesis investigated in the present study was that 
sleep disorder in pre-school children was maintained in some 
manner by the parental responses in the management of the 
problem.
Three individual case studies were presented. The first case 
demonstrated how treatment goals were difficult to achieve 
when half—measures, or the intermittent removal of reinforcers 
was administered by the parents. The second case showed a 
decrease in the frequency of the problem behaviour which coincided 
with the introduction of treatment, The third case described 
how a sleep disorder which was initially related to a change of 
routine was maintained over a period of time by the parental 
management of the problem. In this case, improvement in sleep 
followed the introduction of the treatment programme.
The results offered some support for the hypothesis. Some 
limitations of tjie present study and suggestions for future 
research were made.
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INTRODUCTION:
It has often "been suggested that the process of sleep in infants 
and young children is different from that found in adults 
(Gifford I960, Nagera 1963, Dement and Kleitman 1957> Parmelee 
1961, Anders 1979» and Coates & Thoresen 1982). The organisation 
of physiological and "behavioural activities in the sleep period 
of newborn infants and young children cannot be readily classified 
into two distinct sleep states which are characteristic of adult 
sleep. The basic alternation of an "aroused” state with an 
"inhibited” one, proposed by Lenard (1970) to be similar between 
adults and infants has been proved to be inadequate (Anders 
& Weinstein 1972) • Indeed, changes in the pattern of sleep can 
be found throughout the pre-school period and this has been said 
to coincide with other physical, physiological and psychological 
developments that are taking place at this time (Coates and 
Thoresen 1982). The changing electrophysiological and 
organisational characteristic of infant sleep in particular, as 
maturation progresses, has provided new indices for the 
assessment of early sleep developments in infants. Several 
differences between infant and adult sleep patterns and Cycles 
have been recorded.
This introduction will attempt to discuss the characteristics 
of sleep disorder in pre-school children. It will also describe 
the development in the pattern of sleep in this age group.
However, as a preliminary, a description of what constitutes 
adult sleep will be briefly outlined. This is because sleep 
research has oftei^  established particular patterns of adult 
sleep against which children*s sleep is compared and interpreted 
(Lenard 1970, Roffwarg 1979)•
1 Sleep patterns in the normal, modal adult: 
li.i) Some definitions of sleep:
Sleep is generally thought of as a recurring state of inactivity 
in which awareness of and responsiveness to, the external 
environment is diminished. Up to the raid—50*s, sleep and
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wakefulness were regarded as lying at different points on a 
continuum of central nervous system (CNS) activation and 
behavioural arousal (Webb 1973). Coma and deep sleep, at one 
end of the continuum, were described as low in CNS activation 
and behavioural arousal. A state of alertness, at the other 
end of the continuum, were thought to be highly activated. 
Hypnagogic reveries occupied the transitional state from sleep 
to wakefulness.
With the advent of EEC recordings, it was observed that the 
frequencies and amplitudes of CNS activation were different 
in sleep and wakefulness. Further, two sleep states of rapid 
eye movement (REw) and non-rapid eye movement. (NREM) were 
described (Pement and Kleitman 1957).
After the initial reports in the 1950,s, interest was further 
focussed on the quality of the EEC recordings especially in 
their relationship to other biological states such as temperature 
regulation and hormone secretion. The biochemical, 
neurophysiological and psychological correlates of the REM and 
NREM states were a subject of much interest (Roffwarg 1979).
To present these research findings is beyond the scope of this 
research. Suffice it to say that sleep is no longer regarded 
as a state of inactivation. Further, sleep bears a relationship 
to other important physiological and psychological correlates 
(Anders 1979, Roffwarg 1979).
Current exploration has shifted its attention from the studies 
of nightime sleep state organization to studies of 24 hour 
dimmal organization and bio-rhythmic function. Of particular 
interest has been the investigation into the interrelationship 
between sleep and wakefulness. Within this development Dement and 
Mit1er (1976) suggested a "process view" of sleep. Here, sleep 
is viewed as one part of a person’s 24-hour sleep-wake cycle.
This biological clock accounts for the variations in man in 
hormone secretion, body temperature, cardiac output, venous 
pressure, urine secretion, and enzyme synthesis over a 24-hour 
period. Factors in the environment such as lightness and
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darkness pace these "biological rhythms but do not act as their 
immediate cause# These circadian rhythms seem to be inherent 
in the structural nature of organisms (Aschoff 1965).
The ^process view" of sleep as suggested by Dement and Mit1er 
has two important implications. That is to say, sleep can 
best be understood within the context of these circadian 
rhythms# Further, the treatment of sleep disorder needs to 
take into account important daytime as well as nightime variables. 
This- includes an assessment of behaviour, thoughts, moods, 
environmental and biological finitions# Thus, sleep requirement, 
viewed from this perspective are associated to waking states.
They form part of a person’s circadian rhythms in the sleep-wake 
cycle and differ in different individuals.
l.ii) The electrophysiological recordings of adult sleep;
Adult sleep is divided into two relatively different states:
Rapid eye movement (RET') sleep and Non rapid eye movement 
(NREM) sleep. Dement and Kleitman (1957) described four stages 
of electroencephalogram (BEG) activity during adult NREM sleep. 
Here stage one sleep is viewed as a transition from wakefulness 
to sleep when mental and physiological activity is still quite 
pronounced. It is typified by low voltage and fast activity 
recording. This period may last for about ten minutes, after 
which sleep recording is characterised by the presence of sleep 
spindles and K—complexes against a low voltage background.
This is characteristic of stage 2 of NREM sleep. Delta waves 
characterise stages 3 and 4 of NREM sleep. Stages 3 and 4 
have been called slow wave sleep and is characterised by varying 
degrees of slow, high voltage activity# A person enters stage 4 
NREM sleep roughly 40 minutes after entering sleep# By the end 
of about 90 minutes the lighter stage 1 sleep will be re-entered. 
Here, EEG recording will reveal fast, sawtoothed pattern that 
is characteristic of REM sleep# Electroocular gram (EOG) 
recording will show rapid, strong eye movements which are 
binocularly synchronous# Electromyogram (EMG) tracings at this 
stage will reveal an absenœs of muscle tension as recorded from 
chin muscles and an accelerated and irregular respiratory and
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heart rate^ REM sleep lasts for roughly 20 minutes after which 
a person will again descend to the depths of NREM sleep. NREM 
sleep lacks REMs and is accompanied by the presence of muscle 
tone, and slowed, regular cardiac and respiratory rates.
The alternating NREM and REM states, occurring during sleep, 
define two distinct states of neurophysiologic activity^ The 
REM state is highly activated and the NREM state is basal and 
highly regulated. They follow each other in a periodic fashion 
and together they comprise the sleep cycle.
A typical adult sleep cycle starts with a descending NREM * 
sleep stage shifts, moving from stages 1 to 4 after which 
emergent shifts through stages 3 to 2 to a REM period will 
occur. The cycle is then repeated. A typical adult night's 
sleep involves 4 to 6 REM/nrEM cycles lasting 85 to 110 minutes 
each. REM phases are usually associated with what has been 
defined by dreaming (Kleitman 1957)• Some mental activity does 
occur during stages 1 and 2 of NREM sleep. In adults, of the 
total sleep time, 20# is spent in REM sleep and 80# is spent 
in NREM sleep (Peinberg and Carlson 1963). The average adult 
sleeps for 7*9 hours a day (Williams se al 1974).
Slowly over the night the quality of sleep changes. Sleep 
grows lighter toward morning. Other biological recordings 
show that body temperature begins to rise and certain hormone 
levels will increase as the body becomes ready for waking.
l*iii) Some comments on the function of sleeps
The amount of sleep that is required in adults is a subject of 
much controversy. The idea of not getting enough sleep or that 
of not sleeping is often said to be a subjective feeling 
(Hartmann 1972, Williams and Karacan 1978). However,- there is 
some evidence of a cause and effect relationship, in that people 
who notice a change in sleep requirement often report an increase 
in the need to sleep during times of mental, physical or emotional 
stress (Hartmann 1972). Sle999disorder in adults has been shown 
to be related to stressful life .events (Healey et al I9B1 ).
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The "process view" of sleep, alluded to earlier, suggests the 
association between sleep and biological rhythms. It also 
stresses the importance of viewing sleep as part of the 24 hour 
sleep-wake cycle. Within this perspective, sleep and waking 
are seen as synchronisers for many internal functions in a phased 
relationship. Temperature rises and falls once every 24 hours as 
do plasma concentrations of certain hormones in the brain and 
blood. Sleep disorder is said to occur when certain phased 
relationships are disturbed (Dement and Kitler 1976).
Sleep is also a rhythmic phenomenon of alternating REM and 
NREM patterns. Several functions of these patterns have been 
described* On the observed relationship between total sleep 
time (TST) end slow wave sleep (SWS) which is characteristic of 
stages 3 and 4 NREM as well as their relationship to other 
variables such as brain and body weight and metabolic rate, 
Zepelin and Rçchtschaffen (1974) pointed out that NREM sleep 
is important in providing a means of promoting the conservation 
of energy through periods of rest and inactivity. SWS is also 
described as being important on another level, namely, the 
restitution of bodily processes, while providing for the internal 
regulation of body temperature. Further, a close relationship 
has been observed between SWS and the secretion of growth hormone 
(Oswald 1976).
The importance of REM in periodically "toning up" the cortex 
and preparing it for wakefulness has been pointed out by 
Ephron and Carrington (1966). REM sleep has also been indicated 
to provide for the periodic innervation of the oculomotor system 
which is important in the maintenance of the integrity of the 
binocular ly co-ordinated eye movements.
2. Sleep-wake patterns in the normal full—term newborn:
2*i) Some characteristics of infant sleep pattern:
Unlike the adult sleep pattern, three sleep states have been 
recorded in full—term newborn babies. These are active—REM 
sleep, quiet sleep and inaeverminate sleep (Anders and 
Weinstein 1972). Active-REM and quiet sleep are said to be
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precursors of adult REM and NREM sleep respectively. They 
share the "activated1 and “basal" characteristics of the two 
adult sleep patterns (Anders and Weinstein 1972), However, the 
presence of indeterminate sleep represents an "immature" state 
of poorly organised sleep. This pattern is more predominant 
in premature infants but is also present in young term infants 
as well as in some abnormal infants (Anders et al , 1971). 
Indeterminate sleep usually disappears by three months.
At birth, REM sleep occupies 40-50# of total sleep time. 
Indeterminate sleep occupies 10—15# and quiet sleep between 
35-45#« With age, quiet sleep increases and active-REM sleep 
decreases. This develops until late childhood when adult 
normative amounts are achieved (REM: 20# and NREM: 80 . ).
The phases in the sleep cycle of an infant are shorter than in 
an adult. At term, an infant spends about 21 minutes in active— 
R-'vi-l sleep. Quiet sleep follows and this lasts for about 18 
minutes. Another activated state will then re—emerge (Parmelee 
et al 1970). During quiet sleep ton&È activity has been 
recorded and both respiratory and heart rates are slow and 
regular (Lenard 1970), Quiet sleep has also been associated 
with the occurrence of sudden generalised movements in young 
infants called "startles" (Prechtl 1965), The presence of 
slow and rapid eye movement and several gross body movements 
usually leading to a change of position often has been reported 
during active-REM sleep (Anders et al 1972). The facial 
movement may resemble psychologically meaningful facial 
expressions as for instance in smiling or shuddering (Lenard 
1970). ,
The predominance of activated sleep in infancy constitutes a 
CNS auto—stimulating pattern which is important during uterine 
development and early post-natal life when the infant is 
relatively cut-off from external stimulation (Roffwarg et al 
1966). Roffwarg puts forward an ontogenetic hypothesis and 
says that the excitatory activation provided by REM sleep 
activity to the brain can be associated with the growth and
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maintenance of neural tissue in the yotmg infant, Activated—REM 
sleep has also been suggested to augment the differentiation 
of neuronal structures and represents the rudiments of 
neurophysiological discharge pattern in the developing organism 
(Anders and Roffwarg 1972),
2.ii) Some differences between adult and infant sleep patterns:
The difference between the sleep pattern of infants and adults 
can be looked at through the measurement of the periodicity and 
sequencing of REM/NREM as well as the activated-RSM/quiet sleep 
of their sleep cycles respectively. In adults this is 
approximately between 85-110 minutes (Dement and Kleitman 1957)• 
In infants it is found to be between 45-50 minutes (Anders and 
Weinstein 1972)* Adults enter sleep through the NREM phase and 
have most of their REM sleep during the last third of the night. 
The newborn infants enter sleep initially through active-REM 
sleep and cycle and this is interspersed at regular intervals 
with quiet sleep (Anders and "einstein 1972).
As mentioned previously, quiet sleep is said to be a precursor 
of adult NREM sleep pattern, Dy three months of age, the quiet 
sleep EEG pattern can begin to be subclassified into NREM sleep 
stages of the adult (Metcalf 1970). At this age sleep begins 
with an epoch of NREM sleep corresponding with the NREM BEG 
pattern of adults. This will then be followed by the first 
REM phase. The cycle will then be repeated. The NREM phase 
shows a gradual increase, beginning with Dement and Kleitman*s 
stage 2, This will be followed by stages 3 and 4 which end 
abruptly and are usually accompanied by a gross body movement. 
The REM phase wilil then begin again leading gradually to the 
next stage 2 (Prechtl et al 1968). With age the relative 
amount of NREM sleep increases and the periodic alterations 
between the two sleep states become more regular (Dittrichova 
1966) ,
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2.iii) The situation with pre-term infants;
Not much is known about the sleep pattern of premature babies 
(Parmelee 1974)• Indeterminate sleep which gradually diminishes 
and disappears by three months of age, predominates in premature 
infants of 34 weeks conceptual age (Dreyfus-Brisac 1970). 
Dreyfus-Brisac (1970) also suggested that premature infants of 
less than 34 weeks conceptual age do not demonstrate sleep 
cycling. The same research also reported no sigh of waking 
state in infants under 29 weeks of conception. Atypical sleep 
characterised these infants and the sleep pattern could not be 
classified into active-REM or quiet sleep (Parmelee 1974)*
2.iv) Some.comments on the development of sleep-wakefulness 
in infants:
The diurnal patterning of sleep and wakefulness develops with 
maturation. Daytime wakefulness and nightime sleep is evident 
in infants by three months of age although indications of the 
diurnal rhythm have been reported as early as 10 days of life 
(Parmelee 1961). It is interesting to note that infants also 
enter the NRIilM sleep cycle of the adult at three months as was 
pointed to earlier (Petcalf 1970). Further, this is also the 
age when indeterminate sleep begins to disappear. The third 
month of life appears to be an important period for it is also 
the time of what is generally described as "the period of 
settling' to nightime sleep (Nagera 1963).
A more sustained daytime wakefulness which is usually 
interrupted by two brief naps develops by eight months. This 
also coincides w^th an uninterrupted period of nightime sleep 
(Parmelee 1974)• It is unclear what environmental influences 
retard or enhance these developmental changes. Early and 
adequate mother-infant interaction have been implicated 
(Gifford i960). Oh the other hand, the maturation of the CNS 
alone has been felt by some to be sufficient (Anders 1972).
During the first week of life the full—term mewborn sleeps 
17—20 hours a day. About hours are spent in active-REM sleep
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and 6-7 hours are spent in quiet sleep .( Petre-Ouadens 1966). 
Parmelee (1961) found an average sleep time of 17 .8 hours during 
the first week of life and 14*3 hours at 35 weeks. Thus the 
total sleep time can he said to he decreasing gradually.
3* Normative course of development to the adult sleep-wake 
pattern
The development of the diurnal patterning of sleep and wakefulness 
in the first year of life has brought forth an important question 
•for consideration. This is that of the factors involved in 
facilitating changes and development. Indeed, it is difficult 
to ascertain whether a sleep problem in infancy is caused by a 
general disturbance or to be regarded as a mere variation of an 
infant’s sleep pattern (Friend 1956).
Gifford (i960) has stressed that the development of the sleep/ 
wakefulness cycle in infants is determined by an interrelationship 
between the infant’s genetic pattern of neurophysiological 
maturation as well as by his mother’s characteristic mode of 
response to his biological and emotional needs. This continuous 
interaction is a unitary process of psychophysiological adaptation.
According to Gifford, the seemingly random, irregular intervals 
of sleep and waking in the first few months of life follow an 
innate rhythm of hunger, awakening, motor excitation, feeding 
and sleep. These activities are unrelated to external events 
or to the 24 hour calendar day. As the infant develops, this 
innate biological tendency progressively becomes influenced by 
the environment coinciding with the developing maturity of the 
infant’s perceptual apparatus. This is mediated through the 
infant’s relationship to his mother. Moore and Ucko (1957) 
have pointed out that certain specific factors in the infant’s 
relationship to the mother facilitates or hinders the establishment 
of an appropriate sleep rhythm during the evening. Moore and 
Ucko stated that a "lack of wisdom in parents" contributes to 
the development of an inappropriate sleep rhythm in infants.
This includes insufficient pursing by the mother due to lack of
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time and inclination, an excess of anxious, oversolicitous 
mothering, erratic "behaviour due to fecklessness or ambivalence 
to the child and a rigid and controlling attitude that often 
leads to the imposition of unsuitable regimes. Some causes 
within the child such as asphyxia or other birth trauma as well 
as other constitutional sensitiveness in the child are also 
important factors : for consideration. Moore and Ucko mentioned 
that the interaction of these factors is complex and that it 
is seldom possible to say definitely that the failure to sleep 
is due to any particular cause^
The process of adaptation to the 24 hour cycle takes place 
from three weeks onwards (Parmelee 1961). The total sleep 
time decreases gradually from 17 hours of sleep at birth to 
around 14 hours at the 15th week of birth (parmelee 1974)•
There is a sharp decrease in the hours of sleep during daytime 
and in the frequency of night feedings from the third to the 
fourteenth week. A proportional increase in the hours of 
nightime sleep has been reported (Gifford I960, Parmelee 1974)• 
k  more organised sleep—wakefulness rhythm is also reported.
The maturation of the perceptual apparatus, perhaps constitutionally 
determined, together with its psychological or "learned" basis 
which is the result of a developing emotional relationship with 
the mother provides the basis for this adaptation to take 
place (Moore and Ucko 1957, ilagera 1963). This latter 
development is also an important facilitator in the development 
of settling to sleep in infants which begins around the third 
month of life (Nagera 1963).
Many researchers have noted that significant changes occur in 
the infant's sleep pattern in the third month (Nagera 1963,
Coates and Thoresen 1982). This corresponds to the "age of 
settling" (Moore and Ucko 1957)* Infants at this age show 
well-defined morning and afternoon naps, with the longer period 
of unbroken sleep between 8pm and 8am (Coates and Thoresen 1982). 
The importance of perceptual maturation in the adaptation of the 
waking state to the activities of the daytime has been suggested 
(Gifford i960, Freud 1965)• This maturation also provides the
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infant with new sensory experiences of objects in his immediate 
surroundings• The infant becomes increasingly aware of his 
surroundings and begins to communicate visually with his mother*
It would be proper to take a closer look at this unitary process 
of psychophysiological adaptation* EEG patterns for the first 
three months of life show a pattern of "alertness" which increases 
more frequently when an infant is being responded to (Nagera 1963, 
Lenard 1970)* The growth of this pattern of alertness is 
facilitated by the mother^infant interaction and marks the 
beginning of an increasing awareness of an external object*
The developmental—analytic literature suggests that this 
development coincides with that of early ego functioning (the 
"binding"factor in psychical and personality development) which 
is also facilitated by the mother—infant interaction (Friend 
1956, Hirschberg 1957» Freud 1965)* With the development of an 
awareness of an external object together with that of early ego 
functioning, activities of a self—gratifying kind have been 
recorded (e.g., the hand-raouth co-ordination). The capacity 
for self—gratification increases the process of an infant's 
independence from his mother and enables the process of night 
sleeping. This development of independence also coincides 
with the usual reduction in the number of night feedings at 
three months (Nagera 1963, Freud 1965)*
Night time sleep and daytime waking with well-defined morning 
and afternoon naps continue into the second year. Between 
3-5 years, the total sleep time that has been recorded shows 
a reduction to 10*5 hours of sleep per day. This is further 
reduced to about *9*8 between the ages of 6 to 12 years.
A child of between 13—15 years spends a total sleeping time of 
8*5 hours and the adult norm of 7*9 is usually reached between 
16-19 years (Williams, Karacan and Hursch 1974)*
4* Some explanations of individual differences in the sleep 
pattern of pre-school children 
4*i) Some aspects of mothei^infant interaction:
The importance of mother—infant interaction in facilitating the 
process of settling to sleep was noted in the last section.
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The developmental—analytic explanation was also described in which 
early ego functioning coinciding with the perceptual maturity of 
the infant enhances an infant1s independence and enables the 
process of night sleeping. In the developmental-analytic model, 
the problem of settling to sleep at the age of three months is 
caused by a lack of ego functioning due to a poor mother-child 
interaction in the earlier phases of life (Freud 1965). Freud 
stated that the mother's stimulation or the lack of it affects 
the infant's ego development with the result that this can be 
observed in the delayed appearance of the settling process as 
well as other developments such as the smiling response and in 
the acquisition of functions such as in motor skills and 
co-ordination.
Sleep as a problem of settling continues from the third month 
to between 15 to 30 months (Nagera 1963). The developmental- 
analytic literature explains that with the lack of development 
towards independence and alertness as noted in the earlier 
section, there is also a parallel lack of the development of 
object constancy. This results in an infant's incapacity to 
distinguish between absence and the complete disappearance or 
to link absence with the subsequent return of an object (in 
particular, the mother). The infant's capacity to tolerate this 
anxiety and to bind them by means of ego functioning is 
inadequate. The development of thought processes and that of 
language in the second year of life has been said to help in 
the process of settling (Freud 1965)• Children lacking this 
have been said to exhibit frequent anxiety and sleep disorder 
(Friend 1956, Nagera 1963» Freud 1965)*
*
The above considerations indicate that the normal physiological 
process of sleep begins to be interfered with as the development 
of the mind gains momentum and is increasingly influenced by 
mental activities and conflicts. Parental interaction with their 
infants are important in the development of a sleep/wakefulness 
rhythm in infants.
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4sii) Consideration of some other characteristics of individual
differences:
Hichman's study
Sleep problems in pre-school children are usually described as 
frequent night wakings with an inability to settle back to 
sleep (Anders 1979» Bidder 1981, Richman 1982). Richman (1982) 
refers to the state of night-waking as occurring when a child 
not only wakes, but wakes the family as well. A child is 
considered to have a severe waking problem if it is said to 
exist for more than three months and if a child is waking five 
or more times a week. Additional characteristics were:
1 ) waking three or more times a night,
2) waking for more than 20 minutes during the night 
and
3) going into the parents* bedroom.
The study by Richman et al (1981, 1982) is to date, the most 
major and descriptive study on sleep disorder in pre-school 
children. This study found that most wakers were only children. 
If other siblings were present, the families would report that 
one or more of the siblings had previous sleep problems. Parents 
usually report no sleep difficulties in their childhood, although 
it is difficult to validate retrospective information such as 
this.
Social class difference was insignificant in discriminating a 
sleep problem. The type of dwelling occupied was also seen as 
not significant. However, the families of children with sleep- 
disorder were reported to have more serious stresses such as 
illness and financial problems.
The mothers of wakers were reported to have a high rate of 
psychiatric disturbances as reported on the Malaise Inventory. 
They were also reported to feel more irritable and out of control 
during the day. Signs of family tension were apparent in that a 
high number were unable to confide in their husbands. The sleep 
problem was considered to 24'a stress for 514 of the families and 
to severely limit their going out in 50f of parents.
249
In their temperamental characteristics, -the sleep—disordered 
children were reported to he less malleable, were more reluctant 
to switch activities or to postpone them* They were also less 
rhythmic in their habits* There were no significant differences 
on the Vineland Social Maturity Scale between the children 
with and without sleep disorder.; The.children with sleep disorder 
were however reported to be more likely to have had an accident 
requiring medical attention (40%)• Sleep disordered children were 
also reported to have been more irritable and less easy to soothe 
in the first nine months of life and 46^ had had sleeping 
difficulties since birth* There were no significant sex 
differences*
Generally there is no evidence from the Richman!s study to 
suggest that children with sleep problems were more active or 
required less sleep than children without a sleep problem* 
ihe sleep problem children settled back to sleep once in the 
parents' bed, suggesting that whatever the cause of the original 
sleep disturbance, it had become a self—reinforcing habit which 
might respond well to different parental management• The 
responsiveness facilitated the development of habits and some 
the wafers may not have developed the technique of settling 
themselves to sleep without the presence of the parents.
4*iii) Consideration of some relationships between sleep disorder 
and other behavioural problems of pre-school children;
In an article on Health Visitors * perception of behavioural 
problems in pre-school children, Bidder et al (1981), found 
that the most common combination was that of hyperactivity and 
sleeping (69'/). T&Ls received a high rate of Health Visitors 
visits per year. Further, using a semantic differential form 
on individual items of behavioural disorder, the author found 
that Health Visitors rated sleeping (62'^ ) and eating (59'0 as 
very common problems. Fear was seen as least common. Sleeping 
and hyperactivity were perceived as very difficult to deal with 
and also seen as most disruptive to family life. It is also 
interesting to note that the?ji<!yoblems of toi letting and anti­
social behaviour were also seen as difficult although these were
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viewed as less difficult than sleeping and hyperactivity. The 
Health Visitors felt that parents followed their advice least 
for sleep problems.
5* Prevalence. aetiology and common developmental problems 
of sleep disorder in pre-school children:
5«i) Causation
The causes of sleep disruptions in young children remain 
problematic. Numerous explanations of waking include 
neurophysiological differences such as low sensory threshold 
(Carey 1970), high activity level and the need for small amounts 
of sleep (Blurton-Jones 1973), adverse perinatal events such as 
a long labour which increases irritability (Bernal 1973, Blurton- 
Jones 1973), and emotional factors in the home that might lead 
to anxiety or insecurity in the child (Moore and Ucko 1957)*
Health problems such as upper respiratory tract obstruction, 
otitis media, teething pain and epilepsy together with 
environmental factors such as appropriate clothing and bedding, 
poor temperature regulation in the bedroom as well as physiological 
factors such as thirst, hunger and the need to urinate and 
defecate may be possible factors causing sleep disorder (Hewitt 
1981). In 6-12 month old infants, neonatal asphyxia, or other 
birth trauma contribute to irregular sleeping (Carey 1974).
However, this finding has to be further explored in the light 
of the finding reported earlier on pre-term and abnormal infants, 
that they demonstrate atypical sleep which cannot be classified 
into active-Rtiïl or quiet sleep that are characteristic of 
newborn full—terra infants (Dreyfus-Brisac 1970)*
• - i
Nappy rash and feeding difficulties are further factors that 
could contribute to irregular sleeping (Seiler 1972). Affective 
factors such as fear of the dark, anxieties about nightmares as 
well as specific stimuli in the bedroom, separation from parents, 
the birth of another sibling, moving home or going on holiday, 
together with anxieties regarding the parents themselves may 
also result in sleeping problems in the young child. The 
developmental—analytic model summarily presented earlier provides
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some explanation for this. This entails-an examination of the 
conscious as well as the unconscious mechanisms that are involved 
in the mother child interaction. The problem of sleep in pre­
school Children may present as difficulty in settling down to 
sleep, repetitive phases of sleep and wakefulness, or as early 
waking without subsequent period of sleep (Hewitt 1981, Bax 198O). 
Crying and screaming episodes and daytime irritability may 
supplement these behaviours. In the light of the points raised 
earlier, difficulty in settling may be related to certain 
developmental and emotional issues* This particularly involves 
the mother-child interaction and the psychophysiological 
adaptation with maturation entailed in this (Gifford i960,
Nagera 1963, Freud 1965)• Further, difficulty in settling to 
sleep and sleep problems that are associated to repetitive 
phases of sleep and wakefulness raises the question of the 
development of diurnal patterning that was pointed to earlier.
This is that of a reduction in the hours oft daytime sleep and 
in the frequency of night feedings together with a proportional 
increase in the hours of night time sleep which gradually began 
around the 15th week of birth (Gifford i960, Parmelee 1974).
This was said to depend on the maturation of the infant*s 
perceptual apparatus constitutionally determined and acting 
together with a developing emotional relationship with the mother 
(Moore and Ucko 1957» Nagera 1963).
5*ii) Prevalence of sleep disorder:
The occurrence of sleep problems is present in approximately 
of pre-school children (Herbert 1975)» Their identification 
as a problem however depends on the level of tolerance of 
parents as well as^other features of the behaviour such as its 
intensity, frequency as well as other associated behavioural 
problems.
A high incidence of reported sleep-disordered pre-school 
children (470 » was noted by leiler (1978). Bax (1976) reported 
that in her study, the incidence of night waking was 35<> with 
30 of these children present&ng with settling difficulties as 
well. These studies have often been criticised for failing to 
describe the criteria used to define a sleep problem.
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Bernal (1973) and Jenkins (1980) reported that 20# of one to two 
year olds had problems of regular night wakings• Richman (1975) 
saw a decrease to 14'^  in her sample of three year olds. Night 
waking is still a common problem in 10# of 4% year olds (Bax 
1980). The prevalence of night waking at around five years has 
been reported to be,significantly low (Bax 1980).
Throughout the early years of life there is a consistency in the 
pattern of a child who frequently wakes up at night. However, 
there are also new cases cropping up (Bax 198O). It has been 
reported that of the night wakers at one year, 40# were still 
waking at eighteen months and 40" at two years, although not 
necessarily the same 40;’. Of the eighteen month old night 
wakers, 54/ were still waking at two but only 23 were waking at 
three.
In Richman1 s (1981) community survey she noted that 13-20'/ of 
one to two year olds wake regularly. Using the criteria of 
severe night waking pointed to earlier, this" means five or more 
times a week. In her sample, 6—10^  of the one to two year olds 
had severe sleep disruptions (waking up three or more times a 
night regularly). Fifty-six percent of the total sample of 
children woke between 0-1 times per night, 24# woke 2-4 times 
a night and 20" woke up between 5—7 times per night.
Sixty—eight percent of the wakers were mentioned to be difficult 
to settle. Thirty—four percent usually slept in their parents* 
rooms. Using sleep diaries to discriminate wakers from non— 
wakers, Richman found that the average number of nights that a 
child wakes per we$k was 5.2e? in the waking group and 0. 7V in. 
the non—waking group. Her findings of reported severe night 
wakings in one to two year olds (24 waking at 2—4 times a night 
and 20# waking at 5—7 times a night) is quite consistent with 
the findings made by Bernal (20#) and Jenkins (20#) ^ in
1973 and 1980 respectively. As was pointed to earlier this figure 
decreased to 1 4 r.' in three year olds (Richman 1975) and to 10# 
in 4g-.year olds (Bax 1980).
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6. The present study and issues to be investigated:
It seems likely that sleep problems in pre—school children are 
caused and maintained by the interaction of a number of different 
variables which may vary according to the age of the child, the 
severity of the problem as well as the nature of the disturbance 
(Nagera 1963, Anders and Vieinstein 1972, Roffwarg 1979, Richman 
1932).
The earlier sections pointed to some physiological, developmental 
and general sleep characteristics of pre-school children. It is 
however beyond the scope of the present study to integrate these 
different areas of study.
The aim of the present study is more specific. It intends, 
through the use of the single case euqjerimental design, to assess 
the efficacy of s. particular form of behavioural management, 
that of extinction, in the treatment of sleep disorder in pre­
school children. To date, there has been no published findings 
in the behavioural approach to the treatment of sleep disorder 
in this age group.
In proceeding with the research, a distinction is made between 
the causal and maintenance factors that are involved in the 
sleep disorder of children. Indeed, y?s Douglas and Richman 
(1932) have pointed out, factors originally producing the problem 
are not necessarily the same as those maintaining it. In some 
instances, the aetiology of the problem may be clear, in that 
a certain event, illness, or change of routine such as v :caning 
could have started off the sleep disorder. In some of these 
cases, the problem may have existed from the beginning and have 
continued into the second and third year of life (Bax 1980) • 
However, the view in the present study is that whatever could 
be causing the problem in the first place, different factors may 
be maintaining it.
It has been noted in the literature that many aspects of parental 
attitude and management can w^ortribute to the waking and settling
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problem in children (Sander 1970, Bernal 1973, Blurton-Jones 
1978, Richman 1982). Research further shows that caretaker 
responses have marked influence on children’s crying and 
wakefulness (Sander 1970). Bernal (1973) and Blurton-Jones 
(1978) found that maternal overresponsiveness was associated 
with waking. It has also been shown by these researches that 
in waking children, overresponsiveness develops in order to cope 
with children who were difficult to pacify. The overresponsiveness 
of parents may have facilitated the development of the habit of :
1) frequent night wakings needing parental presence 
and
2) the lack of developing techniques of settling in the young 
child (Richman 1981, 1982).
The above consideration does not mean to invalidate the issues 
raised in the developmental—analytic literature as well as the 
interesting points developed through the findings in sleep 
recordings. Indeed, insight and the improvement of family 
equilibrium is often an important aspect of treatment (Nagera 
1963, Freud 1965). Further, the use of sleep recording (ZkiG",
30G, SMG) has enabled researchers and clinicians to advance 
knowledge in the identification and treatment of behaviours 
and complaints associated with sleep (Coates and Thoresen 1982). 
Generally, adequate models and treatments require attention to 
physiology, behaviour, environment and experience. An integration 
is surely needed, although it is beyond the scope of the present 
study to do so.
The aim of the present study is more modest. It intends to 
assess the efficacy of a behavioural approach, specifically that 
of extinction by parents in the management of reported sleep 
disorder in pre-school children.
Generally, a behavioural approach to childhood disorder can offer 
the attraction of methods that are readily amenable to 
quantitative analysis (Ullman and Krasner 1969). This approach 
assumes that childhood behavioural disorder is best seen as a 
form of faulty learned response. That is to say, inappropriate
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learning has occurred because the child, possibly predisposed 
by unusual ease of difficulty in conditionability, has been 
exposed to particular experiences. These have resulted in the 
development of particular types of behaviour on the basis of 
operant or classical conditioning. Such a formulation can lead 
to effective treatment of childhood behavioural disorder.
In line with the above approach sleep disorder in pre-school 
children can be viewed as a disorder of behaviour. Sleep 
disordered behaviour, such as frequent night- wakings and 
difficulty in settling, often needing undue parental presence 
and usually accompanied by screaming and crying behaviour in the 
young child, can best be viewed if focus is made on the 
antecedents and situational factors as well as the consequences 
of a particular management in maintaining the disorder. Thus, 
the behavioural approach to childhood disorder focuses on the 
management of the aisorder instead of looking at its aetiology 
or psychiatric nosology.
The hypothesis to be investigated in the present study is that 
sleep disorder in pre—school children is maintained in some 
manner by parental responses in the management of the problem.
It is honed that improvement in sleep will take place with the 
clarification and modification of the parental responses to the 
problem. Improvements are tested on several levels 
2») that there is a reduction in the frequency of night wakings.
ii) that there is a reduction in the amount of time that a
child takes to settle.
iii) that there is an increase in the amount of time to the
first waking.
iv) that there is also a corresponding increase in the amount
of night time sleep.
Two additional hypotheses will be tested out:-
kv.. f v . .  &
1) That successful t of the sleep—related problem will be 
accompanied by an improvement in the child’s general 
behaviour as *xts*v A v & . ^
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2) That there is some association between the amount of*
daytime and night time sleep. The amount of daytime and 
night time sleep will he statistically correlated.
Since there are very few researches into the maintenance of 
sleep disorder in pre—school children, several questionnaire 
materials will also he administered. These are:—
i) The Leeds Questionnaire, which hopes to assess the relative 
preponderance of anxiety and depression in the parents,
ii) ihe Marital Relationship Questionnaire which is a self-report 
questionnaire on sexual and marital relationship.
It is hoped that these questionnaires would provide information 
for examination in this study as well as to point to the 
possibility of future research.
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CHAi-TER 2 
Methodology:
This research will attempt to draw on the psychological 
principles of "behavioural management. In the case of the present 
research, this consists of the clarification and guidance of the 
parental responses that have helped to maintain the sleep problem. 
The assumption is that through the clarification and modification 
of the parental responses, the child would be helped to learn to 
settle to sleep without requiring parental presence.
The research makes use of a variety of assessments. The use and 
description of these assessment procedures will be discussed in 
the relevant sections below.
Three cases were selected for single case presentation^ As will 
be seen later, they showed a variability of responses.to the 
treatment. Measures of general group improvement will also be 
presented.
1* Single case designs and their deployment in the present study:
The traditional quest for demonstrating therapeutic efficacy 
through utilising the group—comparison experimental design has 
several weaknesses with regard to the monitoring of the effects of 
therapeutic changes in individual patients (Campbell and Stanley 
1963).
This is particularly true in a field of applied psychology, such 
as in clinical psychology, where one of the primary tasks is to 
seek evidence for $he efficacy of a particular intervention through 
the demonstration and the monitoring of the functional relationship 
between treatment and change. The single case research design 
influenced by the works of Shapiro (1957, 1970) and Davidson and 
Costello (1969), has often been employed to aid the understanding 
of the psychological processes which may be at fault and to 
develop ways of helping the patient. Drawn largely from the field 
of behaviour modification the logic of the single case design lies 
in its definition of the pro Diem in objective, behavioural terms
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and the attempt to "bring the "behaviour under experimental control. 
This means that the therapist would have to search for the 
independent variables which can then be applied so that the 
particular problem behaviour can be altered in a meaningful 
and lawful manner.
Within a single case design it is possible to demonstrate a 
functional relationship between treatment and subsequent 
behaviour change. This means that the particular treatment 
which is represented for patient improvement could be demonstrated. 
Initially this is done through a functional analysis of the 
problem and involves the identification of the necessary 
conditions for a particular response to occur. The manipulation 
of these conditions allow for their control (Risley 1963).
The method of functional analysis as applied to work with 
children has been discussed elsewhere (Gelfand and Hartmann 
1975; Mc/uley and McAuley 1977)« Attention is drawn to a number 
of problems. Various external events influencing outcome such 
as changes in the home environment and that of the family 
situation may occur between initial and post—treatment evaluation. 
"Spontaneous remission" too, that is to say, therapeutic outcome 
that is unrelated to treatment does occur (Eysenck 1963). The 
basic problem of external events influencing outcome must be 
noted. Gelfand and Hartmann (1975) suggested that in work with 
children, more frequent monitoring, preferably in the homes of 
the children, should be maintained throughout the research .in 
order to alleviate some of these problems.
However, in the present study, such detailed monitoring is not 
always possible. This is due to the fact that the presenting 
problem is that of night time sleep. A daily kept diary is 
instead used to monitor the nature and changes of the presenting 
problem. Sleep diaries have been said to reflect reasonably 
well changes in reported sleep patterns (Richman 1932).
The various single case designs have been described elsewhere. 
(Barlow and Hersen 1975; Kazdin 1932). Two basic techniques
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for observing change have evolved. These are that of the reversal 
designs and that of the multiple baseline designs.
Multiple baseline designs (Risley 1968) in general format, 
consist of a number of steps. First, a number of independent 
responses are identified and the monitoring of all of them 
commences. Treatment is then applied to the behaviours with a 
time lag between the implementation of treatment on any one 
behaviour The expected outcome is that the change
in behaviour will form a one-to-one relationship when the time 
treatment is applied. Due to the limitation of time, the 
multiple baseline design is not used although the usefulness of 
this technique in giving a more global picture of the process of 
treatment is recognised.
The other common procedure is the reversal design (ABAB).
After an initial baseline period (phase à ), treatment is applied 
whilst the target behaviour is monitored (phase 6}. A return to 
baseline (phase A) in which treatment is withdrawn is initiated 
in the next phase. In the final phase (B) treatment is again 
reinstated and changes monitored. The experimenter is 
attempting to demonstrate that through the change of one variable
only, that involved in treatment, a change in either direction of
the target behaviour is possible.
The present research makes use of a simple baseline + treatment
design (AD design) which is similar to the initial phases of the 
reversal design. The reversal design could not be used as 
reversing improvements in sleep would be difficult and unethical.
' i
In the present study, an initial period, during which the child’s 
reported behaviour and the factors associated with its maintenance 
was observed through the use of the sleep diary. A baseline of 
the problem behaviour was recorded. In the second phase, treatment 
is applied on the conditions allowing for the maintenance of the 
problem behaviour. The target behaviour is then constantly 
monitored.
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It must be noted that the AB design is not without its problems. 
Firstly, it demonstrates a simple oo-variation between treatment 
and outcome. As was pointed to earlier, other external events 
influencing outcome such as changes in the home and family 
situations may occur and this cannot be easily demonstrated in 
a simple AB design. Another disadvantage of the design is that 
it cannot account for the fact of u spontaneous remission" of 
apparently therapeutic outcome that are unrelated to treatment.
The disadvantages pointed to here concerning the AB design must 
necessarily form part of the limitations of the present study.
2.1 Gènërar Strategy; Assessment
a) Procedure:
A surgery in Haywards Heath, Sussex, was approached and the 
research proposal was discussed with the General Practitioners 
(GPs) and Health Visitors (HVs). Both the GPs and the HVs were 
willing to participate in the research^ The HVs, being in more 
frequent contact with the mothers of pre—school children, were 
requested to refer cases of sleep disorder to the surgery’s GPs.
The types of sleep disorder were first outlined to the GPs and 
HVs. They include:— extreme reluctance to go to bed, insistence 
on parental presence whilst going to sleep, repeated night wakings, 
fear related to sleep and dreaming and refusal to remain in bedroom.
The GPs saw the referred children and their parents first to rule 
out any medical causes and complications. The referrals of pre­
school children with sleep disorder were then taken from the GPs.
The parents of these children were then contacted and a preliminary 
interview was then arranged, /in analysis of the sleep disorder 
was carried out during the first few interviews. Several 
assessment procedures were used. The determination of the sleep 
disorder was aided by making use of the sleep information manual 
(see Appendix A) developed by Douglas and Richman (1932). This 
included information on bedtime and settling routine, the frequency 
of waking, parental responses and consequences of responses, the 
child's bedroom, the childLb" sleep ritual, the pattern of 
daytime sleep as well as other familial and environmental situations.
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Parents were also asked about thè kind of help that they-had sought 
in the past and the methods that they had tried.
The Behavioural Screening Questionnaire (BSQ) was also 
administered to assess the general characteristics of the child. 
Parents were requested to fill Inthé Leeds Questionnaire for
depression arid «Anxiety as well as a descriptive questionnaire
on marital relationships^ (Gee Appendices 3 and C for both 
questionnaires). The administration of these questionnaires was 
anticipated: to be difficult. They were justified on the grounds 
that alslee|>4di5fôndei!é<ÿ:.càild..might have disrupted their general 
circumstances and the filling up of the questionnaires might 
help in the assessment of their cases. All the parents were
willing to participate in this. " ... ~"
From the initial interviews, a comprehensive and detailed view 
of the sleep problem as well as some insights into other related 
areas were gained.
Parents were requested to fill in the sleep diar^ r during the 
baseline phase. The sleep diaries were given to the parents 
at the end of the first interview to gain an accurate recording 
of what was happening at home. Parents were asked to keep the 
diaries by them and to fill them in daily at the orecise time 
the disturbances occurred. This was to ensure that a reliable 
record would be obtained. The information gathered from the 
aiaries gave in more detail the sleep pattern of the child as 
vieil as the possible maintaining factors of the sleep disorder.
The filling in of the sleep diary was continued throughout the 
treatment phase ats a record of the effectiveness of treatment.
The length of the baseline period depended in most cases on the 
stability of the pattern established in the individual cases.
It was usually between 4-5 weeks from the time the diaries 
were first filled in. Discussions re,garding the possibility of 
change as well as specific goals for treatment were decided with 
the parents during the baseline period. An initial programme of 
instructions was then agreed upon and the participation of both 
parents was encouraged to avoid conflicts in management.
262
Thé technique of extinction was proposed in all the cases and 
this was planned jointly with the parents to fit with their 
particular needs and wishes. The programme was modified according 
to progress. Progress was charted weekly and the case was 
discharged when parents agreed that progress had been maintained,
A follow-up was carried out a month after discharge and parents 
were asked to fill in the sleep diary a week before the follow- 
up appointment,
b) Instruments usedt
i) The use of the sleep diary.
The sleep diary was used to give a daily account of the general 
sleep pattern of the child. The times and ler^tbscofùd%y and 
night time sleep, the frequency of night .wakings and settling 
difficulties, together with parental responses to the sleep 
difficulties, were ascertained from the sleep diary.
Sleep diaries have been said to support parents' descriptions of 
their childrens* sleep. They could also be used to discriminate 
between children with frequent sleep disruptions and those who 
usually have no disruptions. Sleep diaries usually reflect 
reasonably well changes in reported sleep pattern (Richman 1982).
For research purposes diary information can be used to provide 
numerical data which allows for further analysis of changes in 
sleep behaviour (Douglas 1982). In the present study these v;ere:-
1) changes in the frequency of waking
2) changes in the time to first waking
>3 ) changes in the amount of/sleep
4) changes in the length of settling 
and
5) changes in the amount of night time sleep.
ii) The Behaviour Screening Questionnaire (BSQ)
The BSQ. is a semi—structured interview where descriptions of twelve 
types of behaviour typical of children are obtained from parents.
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The areas covered are sleeping, eating, bowel control, attention- 
seeking and dependency, relationship to other children, activity, 
concentration, ease of control, tempers, mood, worries and fears*
The BSQ is useful for research.and training procedures (Richman 
1982), The findings of a pilot study,, which also established 
the reliability and validity of the BSQ, suggested that the 
twelve areas of behaviour described above were most significant 
in discriminating young children attending psychiatric clinics 
from those in the general population (Richman and Graham- 1971 )•
In the present study, the parents were asked for concrete 
descriptions of behaviour rather than their .attitude or opinions 
regarding the behaviour of their children* A rating of 0,1 or 2 
was made on the individual behavioural item* A total score of 
between 0—24 was then obtained. It has been reported that a score 
of 10 or more was the most effective cut-off point for the 
identification of psychiatric disorder in children. The 
correlation between the BSQ and other clinical ratings has 
provided further evidence that children who were identified as 
a problem on the basis of the BSQ were the most disturbed*
(Richman 1982)*
A cautionary note however; it has also been suggested that a * 
high score on the BS-; is perhaps not the most valid measure of 
the degree of disturbance (Richman 1982). This is because some 
children might achieve a high score because they showed a large 
number of rather minor problems and others, in whom dysfunction 
was only shown in one or two areas of behaviour, could be quite 
severely handicapped even though scoring no more than 4 or 5 points.
This is indeed the major limitation of the questionnaire.
Nevertheless, this instrument did provide a useful index of the 
general behavioural pattern and problems. This is especially 
important in an age group where the behavioural pattern exhibits 
a high degree of variability. Pre-school children often present vu'+kz 
multiple behavioural problems (Coleman 1977)*
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The BSQ was administered Before the treatment phase, at discharge 
and at follow-up*
In the present study, the BSQ was used as a monitoring instrument* 
It was fëlt that the relative changes in the scores gauged 
from the use of this instrument were more important than the 
absolute scores*
iii ) The Marital Relationship Questionnaire
The marital relationship questionnaire adapted from the social 
adjustment scale (Weissman and Paykel 1974) was used. It is s .  
self-report questionnaire and provides a description of the 
sexual and marital relationships of the parents. This includes 
questions of friction, reticence, domineering behaviour, 
submissiveness and dependency in the marital relationship.
The questionnaire was administered before intervention, at 
discharge as well as at follow-up.
iv) The Leeds Questionnaire for Depression and Anxiety
This questionnaire has been said to provide a good measure of the
relative preponderance of depression and anxiety in individuals*
\ It was used in this research to clarify the findings that n
\ d e p r e s s I l s
often accompany behavioural disorder in pre-school
children (Coleman 1977> Richman 1932). The questionnaire
was again administered before intervention, at discharge and at
follow-up.
2*ii) Behavioural Diagnosis:
The process of examining the nature of a sleep disorder^proceedse^ 
by first gaining an adequate description of the specific 
behaviour and complaint. A variety of physical, environmental 
and psychological antecedents and consequences that might 
determine the possible causes of the behavioural pattern and 
complaint * then assessed. This : ;.. s aided by the use of the 
sleep information manual (see Appendix k )  where information on 
bedtime and settling routine, the frequency of waking, parental 
responses and the consequences of responses, the child*s bedroom
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and sleep ritual, the pattern of daytime sleep as well as other 
familial and environmental situations were elaborated*
The factors that were involved in the maintenance of the sleep 
disorder were discussed in detail with the parents* Daily 
records of the child* s sleep pattern were made with the help 
of a daily kept sleep diaries wh&th were filled in by the 
parents* Information from the sleep diaries was- also used to 
clarify and identify further the factors that were associated 
with the maintenance, of the problem* The areas of investigation 
Included,- * ' '
i) the bedtime routine and the conditions which the child slept in*
Problems associated with them were discussed* with the parents
and clarified through the use of the sleep diaries*
ii) the parental management of the problem and the responses of
■ the child to them. Again this was clarified further through
the use of the sleep diaries*
Other areas of investigation such as the frequency of night time 
waking, the length of settling, the time to first waking as well 
as the amount of night time sleep were also gained daily from 
the sleep diaries.
A treatment programme will then be designed to modify the 
behavioural pattern and to improve sleep.
2*iii) Treatment : the use of extinction as a technique
The primary technique used for behaviour change in this research 
is that of extinction. It was suggested earlier that parental 
response to the sleep problem is assumed to maintain the problem 
behaviour such that the child is not able to settle to sleep 
without needing parental presence* Parental response is seen 
as acting as a positive reinforcer to the problem behaviour. In 
an extinction procedure, when the positive reinforcers of an 
operant behaviour such as those accompanying a sleep disorder 
are removed, the behavioural proble'm will gradually disappear, 
or, in behavioural termsf •extinguished (Gelfand and Hartmann 
1975) • It has been variously noted that when the positive
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reinforcers are removed, a temporary increase in the frequency of 
the behaviour is often seen. This is usually followed by a 
gradual and continuous decrease in the rate. Small temporary 
reappearances of the behaviour over time Eire sometimes seen, but, 
provided that the positive reinforoers remain unavailable, the 
behaviour will disappear (McAuley and McAuley 19775 Gelfand 
and Hartmann 1975)*
Extinction thus depends on the complete removal of the positive 
reinforcers. The process occurs rapidly if the behaviour has 
been continuously reinforced in the past. This is probably 
because it is much easier for the child tore cognise that the 
reinforcement has disappeared during the extinction programme 
(McAuley and McAuley 1977)* In the present research sample, 
most of the problems had continued for a considerable period and 
in some cases, since birth.
The existing literature states that for extinction to be effective, 
it must be used consistently (Douglas and Richman 1982, Gelfand 
and Hartmann 1975, McAuley and McAuley 1977). This means that 
the reinforcement must be withheld completely and over a, long 
period of time in order for elimination to be effective. Half- 
measures or the intermittent removal of reinforcement tends to 
slow the progress of extinction. The maintenance of this 
instruction is sometimes difficult in some of the cases in the 
present research sample as other problems such as physical 
illness, otitis media and teething problems might necessitate 
parental attendance and this might impede the progress of the 
treatment. This will be discussed in detail in the particular 
cases. ^
In the present research the extinction technique involves 
instructing the parents during treatment to ignore the frequent 
wakings and other behavioural problems associated with it such 
as crying, for half an hour. After this time period, the parents 
were instructed to enter the child1 s room only when there was a 
lull in the child1s cry. Minimal interactions were advised — 
the purpose of this briei interaction was merely to check the
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child’s safety and to reassure the parents. It is hoped that 
through this y the child will learn that reinforcement will no 
longer be possible and that the child will have to settle back 
to sleep without needing parental presence. Parents were 
advised that the treatment would proceed best if the child 
remained in his/her bedroom and was not allowed out during the 
process of extinction. Coping advice tailored to the parents * 
needs was given while the treatment is underway and while the 
child is crying or screaming.
The rationale for extinction is that it allows for the rapid 
elimination of the sleep problem as well as helping the child 
to learn to settle to sleep without needing parental presence 
(Douglas and Richman 1982),
3. Sample:
Eleven cases were referred simultaneously from the surgery 
very soon after the discussion with the HVs and the GPs.
Three parents decided not to participate in the research. It 
is interesting to note that these parents reported an 
improvement in their children’s sleep after receiving the 
appointment letters.
The average age of the children was 16.6 months. Seven of 
the eight children were reported to have a sleep problem since 
birth. One child presented with a sleep problem after an 
illness. Six of the children had another sibling and one child 
was an only child. Another child had two other siblings in 
the family. Seven of the eight siblings were reported to have . 
no problem that was causing concern to the parents. Only one 
sibling had severe temper tantrums that was of concern to the 
parents.
The average age of the fathers was 31.7 years and five of them 
led busy working lives involving shift work. The average age 
of the mothers was 29.7 years. All the mothers were housewives.
4# Outcome measures:
a) Visual inspection:
This normally refers to the process in which a decision is reached 
as to whether a particular data pattern reflects a systematic 
intervention effect through the visual examination of the 
graphed data (Kazdin 1982). In single case research the data 
is graphically displayed over the course of the baseline and 
intervention phases.
The effects of extinction on the areas of behaviour that are 
related to the sleep disorder will be graphically represented in 
the analyses of the single cases. : >
Visual inspection is also aided through the evaluation of the changes 
in levels end. slopes within end across both the baseline and 
intervention (AB) phases. This will be presented in the discussion 
of the cases.
b) Statistical measurement :
The usefulness of statistical analyses in the measurement of 
therapeutic outcome of single cases has been a subject of 
considerable disagreement. Baer (1977) in disagreeing with 
statistical analysis stated that statistical tests identify, 
as significant the effects of variables that would ordinarily 
be rejected through visual inspection. Another argument against 
the use of statistics is that data from single case research 
often violates some of the fundamental assumptions on which the 
various statistical tests depend. This is especially true in 
the standard tests of significance (t and F  tests) where an 
independence of error is often assumed. Often, adjacent data 
points are significantly correlated and aj?c also serially 
dependent in single case designs. This violates the 
independence of error assumption in most t and P tests as well 
as other tests of significance.
However, the use of statistics could be made to supplement rather 
than displace visual insn/^ion especially in cases where there 
is considerable uncontrolled variability in the dependent variable. .
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That is to say, adequate experimental control has not "been 
achieved.
The present research makes use of the split-middle technique 
(White 1972; 1974) • It does not require the assumption of 
the independence of error mentioned earlier. This technique 
has "been proposed to describe the process of change across 
phases rather than to be used as an inferential statistical 
technique.
In the "split-middle" technique a celeration line, which is a 
line of progress, is drawn in the baseline period (Kazdin 1982). 
^  "the null hypothesis is to be assumed, the celeration line 
drawn from the baseline phase should be an accurate estimate 
of the celeration line of the intervention phase. If the 
intervention has no effect, the split middle slope of the base­
line should be the same slope as the intervention phase. The 
likelihood of an intervention having an effect is determined by 
using the binomiôX test (White 1974)• For purposes of the 
statistical test, it is assumed that the probability of a date 
point during the intervention phase falling above the projected 
celeration line of baseline is 50$ (i.e., p=0.5) given the null 
hypothesis. A binomial test can be used to determine whether 
the number of date points above the projected slope in the 
intervention phase are sufficiently of low probability to 
reject the null hypothesis ("White 1974).
Measures of general outcome of the group sample will also be 
presented. An independent samples analysis will be used. 
Differences on a paired T—test before and after the intervention 
will be calculated for the whole group on the hypotheses to be 
tested.
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CHAPTER THREE
Analyses of three single cases and general group outcome;
Three analyses of single cases will he presented in this chapter. 
These cases were chosen from the sample of referred patients 
as they showed different responses to the treatment programme.
The first case was selected because it demonstrated how treatment 
goals were difficult to achieve when half—measures, or the 
intermittent removal of reinforoers was administered by parents. 
The second case showed a dramatic decrease in the frequency of 
the problem behaviour which coihcided with the introduction of 
treatment. The third case described how a sleep disorder in an 
infant which was initially related to a change in routine was 
maintained over a period of time by the parental management of 
the problem.
Viith the exception of one case (case l), five measures were taken. 
They were:-
1) the frequency of night waking,
2) the length of settling back to sleep,
3) the amount of daytime sleep,
4) the time to the first waking 
and
5) the amount of night time sleep.
The data obtained in the single cases was graphically displayed 
over the course of the treatment and baseline phases. Changes 
were also statistically calculated by employing the "split-middle" 
technique (White 1974* Kazdin 1932). Using this technique, a 
celeration line was drawn during the baseline period and this 
was extended over into the treatment phase.
271
27 months 
female
Reason for referral:
RS was referred for reported frequent night wakings that were 
causing her parents considerable concern#
1) Procedure:
session  1 :
A session was devoted to a "behavioural analysis of the sleep 
problem# With the aid of the Sleep Information Manual, further 
information was obtained regardingi-
i) R's general sleep pattern, the times and lengths of daytime 
naps as well as R's bedtime and settling routine.
ii) the problems associated with R's sleep pattern. This 
included an analysis of the history of the problem, 
information on the frequency, times and duration of the 
problem.
iii) the management of the problem by the parents including the 
use of drugs and the problems associated with them.
Information was also gathered regarding the family history as 
well as R's developmental history. R's parents were requested 
to fill in the sleep diary for a week, between the first and 
second sessions.
session 2s ^
In the second session information gathered from the sleep diary 
was clarified# The parents were also requested to fill in the 
BSQ in order to get some information on R's other behavioural 
characteristics# The Leeds as well as the Marital Questionnaire 
were also filled in. The parents were again requested to fill 
in the sleep diary for another week.
Case Is RS Ages
Sex;
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session  3 :
The presenting problem was again discussed and clarified. 
Information was gathered from the sleep diary.
The information gathered from sessions 1, 2 and 3 together, 
forms the baseline period in which the rate of the presenting 
problem was determined. Information such as the length of 
settling, the time to first waking, the amount of daytime and 
night time sleep was also obtained from the sleep diary. The 
progress of treatment in the subsequent sessions was analysed 
against the measurements obtained-during baseline,
sessions 4 ,.5, 6, 7 , 8, and 9:
The behavioural programme of extinction was carried out on the 
presenting problem. The parents were again requested to fill 
in the sleep diary daily. The sessions were held weekly to 
chart progress.
2) Analysis of information gathered from sessions 1-3:
i) History and nature of presenting problem:
R, aged 27 months presented with frequent night wakings averaging
between 2—4 times a night. This had been a problem since birth
and was thought to have accelerated at the time when she was
moved from sleeping in her parents’ bedroom to share a room with
her elder brother. She was reported to work herself up to a
temper (throwing her toys, screaming, crying and occasionally
banging her head against the wall) if her parents failed to
respond whenever she woke up. 
k
ii) Child’s sleep pattern:
H very occasionally slept during the day. The times of daytime 
sleep were irregular. 3he slept in her own bed but shared a 
room with her brother. Her parents got her ready for bed at 
around 6 .30 pm when she would be changed and usually read a book, 
it settled to bed easily and had a special handkerchief to help 
her to settle. She also sucked her thumb.
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iii) Child’s developmental history:
Mother reported a normal birth and pregnancy. R weighed 8 lbs 
and 6 ozs at birth. No difficulties were reported at weaning 
and 6 was toilet-trained at the time of the appointments.
iv) Family situation:
The family lived in a semi-detached house • Father was a 38 years
old aircraft electrical engineer who worked normal hours. Mother
was 31 years old and was not working. They had a 5 year old 
son and another baby of 7 months did. Mother reported that the 
sleeP problem had kept heï* tired and irritable. Father has 
been undergoing treatment for depression for three years. Both
parents were agreeable to the consultation.
v) Other pre-treatment measurements:
a) The BSQ:
R scored 3 on this measure. The score highlighted her sleep 
problem and showed a high level of activity which was consistent 
with her low score on concentration. The score also revealed 
brief temper tantrums which were sometimes quite difficult to 
manage.
b) The Leeds Questionnaire:
No signs of significant maternal anxiety or depression were 
elicited by this instrument although mother complained of 
tiredness and irritation due to the sleep problem. As mentioned, 
father has been in treatment for depression for three years.
c) Marital Relationship Questionnaire:
Barents describedta happy marital relationship. They felt able 
to talk freely about their feelings and neither had insisted on 
having their own way all the time. Neither of them felt 
controlling towards each other. They consistently felt affection 
for each other and reported no problems of sexual intercourse.
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v i)  P aren ta l management o f p resen ting .prob lem :
Mother usually attended to R who settled easily after being given 
her handkerchief and told to suck her thumb. Occasionally the 
bedroom light was turned on to help It to settle.
3» Baseline recordings: (see figures la, lb, 1c, Id)
The baseline recordings showed the following characteristics:
a) In contrast to an average of three wakings per night as 
reported initially by the parents, R’s pattern of sleep 
showed a variable pattern during the baseline period. No 
wakings were reported on some nights and the frequency varied 
from 1—2 wakings on the other nights. Some improvement from 
that reported initially was observed. This was confirmed
by the parents.
b) The amount of daytime sleep was variable, with no sleep 
recorded on some days.
c) There was an increase in the amount to the first waking.
This was consistent with some of the reductions noted in 
Rfs frequency in night waking.
d) R*s amount of night time sleep varied from ICHk—  12?- hours.
Unfortunately, R's length of settling back to sleep was not 
recorded by the parents. Thus, this aspect of her sleep pattern 
could not be discussed. Parents reported that R settled quickly 
and did not exhibit the kind of tantrums reported initially.
Generally an improvement was taking place during the baseline
period in that R was waking up less than initially reported and 
*
was taking a longer time to her first waking. With no reported 
settling problem, the amount of night time sleep can also be 
assumed to have improved.
4* Analysis of progress due to treatment:
Although there was a general improvement in R's sleep pattern, 
she was still occasionally waking up and her parents wanted to 
proceed with the propose#"treatment procedure.
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The introduction of the behavioural intervention by the parents 
showed the following changes in Rfs sleep pattern:
4el Frequency of night waking: (see figure la)
An increase in the frequency of nightwaking was noted in the 
first few days of the treatment period. However, progress was 
made in the subsequent weeks. R did not wake up, and if she did, 
settled easily on most nights. However, as can be graphically 
seen, progress was erratic. The significance of the changes 
was measured statistically. Two data points were above and 36 
points were below the extended baseline cêleratxôa: line. Using 
the binomial test (white 1974) t  this gave a probability value of 
less than 0.0003. This was sufficiently low to reject the null 
hypothesis (p=0.0 5), and showed that the improvement recorded in 
the treatment period was significant even though the development 
was erratic.
4*2 Amount of daytime sleep: (see figure lb)
As can be graphically seen, R's pattern of daytime sleep was 
very variable. It was also noted from the sleep diaries that 
R very occasionally sleeps during the daytime. Her pattern 
showed an inconsistency.
4.3 Time to first waking: (see figure 1c)
Graphically presented, R showed a decrease in the time to the 
first waking with the introduction of treatment. This was 
consistent with the increase in the frequency of nightwaking 
for this week as noted earlier. Progress in the amount of time 
to the first waking appeared erratic in the subsequent weeks. 
This was statistically calculated. Seventeen points were above 
and 21 points were below the celeration line from baseline. 
Using the binomial test a value of p greater than 0.0717 was 
noted. No significant change was noted on this measure. (on 
the p=0 .0 5 level)
4.4 Amount of night time sleep: (see figure Id)
Consistent with the incro^e in the amount of nightwaking in 
the first few days of treatment, IVs amount of night time sleep
was reduced for these days. However, progress appeared erratic 
in the subsequent weeks although the amount noted at around 
11 hours during baseline was also seen in the latter weeks of 
the treatment period* Progress was also statistically calculated. 
Using the binomial test, a value of p greater than 0.0717 was 
noted. This showed that progress made in the treatment period 
was not significant, (on the p=0 .0 5 level)
4*5 Correlation between the amount of daytime and night time 
sleep:
A Rho value of.0*01 .was-gained On the Spearman’s Rho. . This gave 
a probability value of > 0*05 and showed that there was no 
significant.correlation between R’s amount of daytime and night 
time sleep*
5. Measurements at discharge:
i) BSQ: A score of 4 was noted, R still highlighted features
of moderate activity, low concentration and mild tantrums 
which were now manageable to the parents. This was an 
improvement from the score of 3 recorded earlier.
ii) Leeds Questionnaire :
No anxiety or depression were elicited by this instrument.
iii) The Marital Relationship Questionnaire:
Information gathered was the same as that found earlier.
No changes were reported.
6. Summary of results:
Generally the improvements noted in R’s amount of night time 
sleep as well as her time to the first waking recorded during 
the baseline period were maintained, albeit erratically, in the 
treatment phase. R’s frequency of night waking showed a reduction 
however, in the treatment period. This was statistically validated.
i) Baseline :
It was difficult to assess why an improvement was taking place 
in the baseline period, parents reported no change in the manner
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in which they responded to R on the occasions that she woke up. 
There was no reported changes in the family or environmental 
situation* Parents also reported no changes in.R’s general 
behaviour or activities. The present design and the instruments 
used were not able to account for this improvement. Several 
possibilities exist
1) That the improvement was caused by the kind of "spontaneous 
remission" noted in the literature (Eysenck 1963, Yule & 
Helmsley 1977) • However, such an account does not provide 
an explanation or any understanding of why R’s sleep pattern 
showed an improvement. The sleep problem had existed since 
birth and since the improvements took place during the 
baseline period, it is possible that certain other factors 
were involved.
2) It could be that the improvement was an effect of the contact 
made with a professional caretaker. Again it vas difficult 
to assess what variables were involved here. However, one 
aspect could be worth noting. This was that the weekly 
meetings, held with the parents during the baseline period 
might have offered the opportunity for the parents to discuss 
R’s sleep as well as her other behavioural problems. It was 
possible that the parents’ perception of R’s problems might 
have altered during the course of these meetings.
3) The improvement could also be attributed to the parents’ 
perception of the sleep problem which changed during their 
participation in filling in the sleep diary.
It is realised that these points needed to be elaborated.
However, the task was enormous and would therefore demand a 
separate study.
ii) Treatment:
A deterioration was noted in the initial period of treatment in 
that R woke up more frequently, had lesser amount of night time 
sleep and reduced her time to the first waking. It seemed at 
first that treatment had ^  reverse effect on the improvements 
already made during the baseline period.
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However, such a deterioration before a gradual improvement in 
the initial stages of an extinction programme has been reported 
by others (McAuley and KcAuley 1977 » Gelfand and Hartman 1975 > 
kazdin 1982). Although the parents were informed that this 
might happen initially, the deterioration had an effect on them 
such that they decided to revert back to their normal way of 
handling the sleep disorder. The parents felt that the 
improvement during baseline contrasted to the deterioration 
that they were facing. A different behavioural management approach, 
other than extinction could be considered at this stage* However, 
this was not tested out. The parents, on consultation, wanted 
to continue with the originally proposed procedure.
It can be hypothesised that the erratic development in R’s sleep 
pattern was due to the fact that the instructions were not 
fully carried out. Parents confirmed this and reported that 
the instructions were only carried out on some occasions.
Erratic results of this kind due to the procedures not being 
carried out properly have been reported (McAuley and He,oiley 
1977> Gelfand and Hartman 1975).
I arents however felt that an improvement was taking place in 
that although R was still waking up, she was able to settle 
by herself.
There was also an improvement in R’s general behavioural 
characteristics as noted on the B3Q at discharge. This further 
supported the hypothesis that a general behavioural improvement 
could accompany an improvement in sleep, even though in R’s case 
the progress was erratic.
The case was discharged as the parents reported a satisfactory 
progress. a.*s erratic sleep pattern was again noted at 
follow-up a month later.
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Case 2 Age: 27 months
Reason for referral: Sex: female
JN was also referred for frequent night wakings which had 
existed since birth.
1. Procedure:
A similar procedure as in case 1 was carried out. Sessions 1-4 
were spent in gathering more information regarding the presenting 
problem and other, relatëd issues.
The behavioural programme of extinction on the presenting prdblem 
was carried out in sessiohs 5-8,
2. Analysis of information gathered from sessions 1-4:
2.1 History and nature of the presenting problem:
J. aged 16 months, presented with frequent night wakings, averaging 
approximately three times nightly. At the time of the interview 
J was reported to sleep for two hours in the evenings and would 
be awake until midnight. She would be awake several times 
between then and 4 am. This was a consistent pattern for two 
weeks before the first interview. The mother also reported that 
J had been night waking since birth.
When awake J would cry. She would scream if no attention was given 
to her. The mother also reported that J took a long time to 
settle back to sleep. Mother reported that J’s sleep pattern had 
worsened since she started teething. She was reported to have 
developed earache at the same time. These problems had improved 
by the time of the interview but J was still frequently waking.
• i
2.2 Child*s sleep pattern:
J was reported to have daily morning and afternoon naps. The 
amount of daily daytime sleep was 1—3 hours.
Mother usually got J ready for her night time sleep at around 
6,30 when she would be changed. J settled easily to her night 
time sleep. She slept in her own room and had her own bed.
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2.3 Child1s developmental history: '
Mother reported a normal birth and pregnancy. J was still in 
nappies at the time of the interview. She was still teething 
but mother felt that ' the pain associated with J « s teething had 
improved and was not causing J any problems.
2.4 Family situation:
The family lived in a semi-detached house.... Father was a 36 year 
old aircraft simulator engineer and was frequently away from 
home on business. Mother was 35 and was a housewife. They had 
a three year old son. Mother reported no problem with her son. 
She however felt that J*s crying for attention whenever she woke 
up was affecting her in that she felt she wanted to batter her 
occasionally. Mother also stated that she found herself shouting 
at her children frequently.
2.5 Other pre—treatment measurements:
a) The BSQ:
J scored 9 on this measure. This was just a point below the 
recommended cut-off point for severity of general behavioural 
problems. Her score highlighted her sleep difficulties and 
poor eating habits. J,was also generally attention seeking and 
dependent. The. score also reflected the occurrence of moderate 
tantrums that were causing the mother some concern. J was an 
active child with a variable degree of concentration.
b) The Leeds Questionnaire:
No signs of significant maternal anxiety or depression were 
*
elicited by this measure. It must however be noted that mother 
also reported in the interview that J * s problem had affected her 
and that she felt that she was shouting frequently and wanted to 
batter J occasionally.
c) The Marital Relationship Questionnaire:
This was not administered as the husband was away for 11 weeks 
on business abroad. Moth&h* however, reported that even when 
the husband was at home, they very seldom had sexual intercourse.
284
Mother felt that this was because J was waking up frequently 
and she found the attention that she was giving to J very tiring.
2*6 Parental Management of the problem:
Mother usually attended to J* She would give J her dummy and 
would sit near J until J went off to sleep. Frequently J would' . _ I
not settle and mother would take J downstairs or put her to 
sleep with her. J was on the drug Valegen but mother reported 
no improvement.
3# Baseline recordings: (see figures 2a, 2b, 2c, 2d, 2e)
J developed an earache in week two which the mother reported 
needed considerable attention. Although her frequency of night 
waking showed a reduction for that week, J took longer to settle 
back to sleep. Consequently her amount of night time sleep for 
that week was affected. No further improvement was noted in the 
subsequent weeks of the baseline period, although she appeared 
to increase her amount of night time sleep, J was reported to 
wake up frequently and still took a long time to settle back to 
sleep. The increase in the amount of night time sleep could 
not be seen as an improvement in J1 s sleep because mother reported 
J was waking up much later in the mornings because she was 
increasing her night time waking and was difficult to pacify.
Thus, the increa.se noted in the amount of Jts night time sleep 
was not a measure of general improvement in her sleep. J*s 
increase in her night time waking was discussed with the mother 
who felt that J normally exhibited this behaviour after an illness. 
Mother felt that she was giving J a lot of attention when J was 
ill in week two. ^ Obviously a longer baseline was needed to check 
out the consistency of the data. However, mother wanted to proceed 
with the proposed treatment programme as J* s increase in her night 
time waking was causing her considerable anxiety.
4* Analysis of progress due to treatment:
4.1 Frequency of night waking (see figure 2a)
As can be seen graphically, the general pattern showed an overall 
decrease during the treatment period, oome large increases were
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noted on some. days, but taken together the frequency was less 
than that recorded during baseline. Mother reported that J 
was able to settle back to sleep on her own on the occasions 
that she woke up towards the latter part of the treatment programme. 
The change during the treatment period was statistically calculated. 
No data points were above and 28 points were below the extended 
celeration line from baseline. Using the binomial test, a 
probability value of less than 0.0005 was noted. This was 
sufficiently low to reject the null hypothesis (p=0.0 5)aadd 
showed that an improvement took place during the treatment period.
4.2 Length of settling (see figure 2b)
A general pattern of decrease was noted in the treatment period. 
After an initial increase, a variability in J*s pattern was noted 
in the first few days of the treatment programme. No settling 
problem was noted in the subsequent weeks, however. Although 
J was still occasionally waking up, she settled well by herself. 
Progress was measured statistically. Two data points were above 
and 26 points were below the extended celeration line. The 
binomial test gave a probability value of less than 0 .0005 and 
this was sufficiently low to reject the null hypothesis (p=0.0 5) 
and to show that an improvement, in that J took less time to 
settle, was occurring during the treatment period.
4.3 Amount of daytime sleep (see figure 2c)
The pattern showed that J normally had between 1—3 hours of daytime 
sleep daily during the baseline period. Graphically, however, it 
can be noted that J developed a more consistent pattern of daytime 
sleep of around Ip- hours during the treatment period. As can be 
expected, the statistical measurement did not give a significant 
value (p=0.0925). This was not sufficiently low to reject the 
null hypothesis and showed that treatment did not have an effect 
on J*s amount of daytime sleep.
4.4 Time to first waking (see figure 4d)
Graphically it can be seen that an overall increase was taking 
place during the treatment period. (This means that J was taking
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a longer time to wake up.) This was consistent with the finding 
that she had reduced her frequency of nightwaking during the 
treatment period. The significance of this improvement was 
statistically measured and a probability value of O.O436 was 
noted in the binomial test. This showed that improvement took 
place due to treatment as the value obtained was sufficiently 
low to reject the null hypothesis (p=0.0 5).
4*5 Amount of night time sleep: (see figure 4e)
As can be seen graphically a regular pattern of between 11-12 hours 
of night time sleep was noted during the treatment period. This 
was consistent with the reduction in the frequency of nightwaking 
as well as the reduction in the amount she was taking to settle 
back to sleep. Progress was also statistically calculated. 
Twenty-seven points were above and 1 point was below the extended 
celeration line. On the binomial test a value of p less than 
0.0005 was noted. Thus, null hypothesis was rejected (p=0.05) 
and showed that J1s amount of night time sleep had significantly 
increased during the treatment period.
4*6 Correlation between the amount of daytime and night time sleep:
a Rho value of — 0.66 was noted on the pear man* s Rho. A probability 
value of greater than 0.05 was calculated and showed that Jts 
amount of daytime, and night time sleep was not significantly 
correlated.
5. Other assessment at discharge:
a) A score of 4 was noted on this measure. This was a 
reduction frqm her previous score of 9. The present score 
highlighted only moderate and occasional tantrums and attention- 
seeking behaviour, -other also reported that J was generally 
able to spend time playing by herself and was very pleased
with her daughter*s improvement.
b) Leeds Questionnaire:
Again no signs of maternal depression or anxiety were noted 
from this instrument.
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c) The Marital Relationship Questionnairex
This was administered at discharge as the husband was back from 
his business trip overseas. Mother described a happy marital 
relationship* She could usually talk about her feelings and 
had not insisted on always having her own way. She almost 
never felt that her husband was controlling and had always felt 
affection for him. Mother also felt somewhat dependent on her 
husband. Mother also reported that they had sexual intercourse 
more than twice a week. Howeverj it was noted that once or twice
she felt that she had problems of pain and had only enjoyed sex
on approximately half the occasions.
6. Follow—upt
Jfs sleep improvement was maintained at follow-up, a month later.
7. Summary of results:
The present case supported the hypothesis that an improvement in
the sleep pattern of the child accompanied the modification of the
parental management of the problem. This improvement was measured 
on several levels:
1) there.was a dramatic reduction in the frequency of nightwaking
2) there was a reduction in the amount of settling time
3) there was an increase in the amount to the first waking
4) there was an improvement in J’s amount of night time sleep in -
which a more regular pattern was also established.
No significant changes were noted in the amount of J's daytime sleep. 
However, a more regular pattern of daytime sleep was graphically 
noted during the course of treatment. The improvement in the 
amount of night time. sleep was not significantly correlated
to the amount of daytime sleep.
The present case also supported the hypothesis that successful 
treatment of the sleep related problem was accompanied by an 
improvement in the child*s general behaviour as measured on the
33 ii.
Several other points need to be made with regard to the present 
case. First, although dépréssion and anxiety could not be
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elicited from the Leeds Questionnaire, mother reported some 
irritability in her relationship to the child. '.She reported 
occasionally wanting to batter the child as well as finding 
herself shouting at her children. With the improvement in J’s 
sleep pattern, mother reported to be extremely pleased with J’s 
general behaviour. This also corresponded with an improvement 
in her relationship to the child.
Secondly, although mother reported a happy marital relationship, 
there were areas of suspected problems with regard to sexual 
intercourse. Thirdly, the. fact that the husband was away for 
a lot of the time on business abroad might have some effect on 
the presenting problem.
The above points could only be noted. Their causal relationship 
to the reported sleep problem cannot be established or validated. 
It is an interesting area for further examination.
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Case 3t JL Age: 7 months
Sex: male
Reason for referral:
J was referred for frequent nightwakings and difficulty in 
settling hack to sleep.
1. Procedure :
Sessions 1-5 were spent in getting more information on the 
presenting problem and other related issues. A similar approach 
as in cases laand 2 was taken. The behavioural programme of 
extinction was carried .out_;in sessions 6-9>-
2# Analysis of information gathered from sessions 1-5:
2.1 History and nature of presenting problem:
J was a seven month old infant who presented with frequent 
night wakings and a difficulty in settling back to sleep. This 
became a problem when J was taken off the breast at three months. 
This was due to the advice of the physician as mother was on a 
prescribed diet that was affecting her milk at that time.
However j at the time of the intervention J was again being 
breast-fed but only in the evenings. Mother1s health had 
improved then. J was reported to be frequently waking up at the 
time when he was taken off the breast. Parents also reported 
that J developed indigestion then. At the time of the interview 
J. was reported to be waking an average of three times a night. 
he would cry and scream on waking and the parents found it very 
difficult to pacify him. J settled with difficulty.
2.2 Child1s sleep pattern:
Parents reported that J had an average of 2—4 hours of daily 
daytime sleep, J was reported to have two naps a day, one in 
the morning and one in the afternoon. J was normally prepared 
for his night time sleep at around 6,30 pm after his last feed.
He would then be changed. Parents reported that J was normally 
tired after his last feed of the day and had no settling problem. 
He slept in a cot in his parguis* room.
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2.3 Child*e developmental history;
Mother reported an easy birth and normal pregnancy. J was 
reported not to be a difficult baby until the time of his present 
problem.
2.4 Family situation:
The family lived in a two-storey terraced house. Father was a 
31 years old Plant Operator and worked normal hours. Mother was 
28 years old and was a housewife. Mother used to be a full-time 
nursery nurse. They had a daughter who was 2j- years old. There 
were no reported problems with the daughter. 'Farexits reported 
that•J*s sleep problem had affected their married life in that 
they were not satisfied with the amount of time they could get 
out. Mother reported that J*s sleep problem had made her more 
irritable and father stated that he was becoming more hot-tempered.
2.5 Other pre-treatment measures:
a) The BSQ:
J scored 9 on this measure and showed relatively marked general 
behavioural problems. His score was one point below the cut-off 
point for severity of general behavioural problems. J’s score 
highlighted his sleep problem. He lacked concentration and was 
very active. Mother reported J to be very attention-seeking and 
dependent. He was also reported to have frequent tantrums.
b) The Leeds Questionnaire:
Ho anxiety or depression was elicited from, this questionnaire. 
However, it must be noted that parents reported extreme 
irritability due to J’s sleep and general behavioural problems 
which they felt demanded constant attention.
c) The Marital Relationship Questionnaire:
Both parents agreed that they could always talk freely about their 
feelings to each other and that they had not insisted on always 
having their own way. They usually felt affection and were also 
dependent on each other. However, they also reported that they
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had not had sexual intercourse for more than a month at the time
of the interview. They were not able to elaborate on the reasons 
for this.
Parental Management of the problems
ihe parents alternated in attending to J*s nightwakings. Mother 
normally picked J up and cuddled him. If this did not settle 
him, J was breast-fed. Often J was difficult to pacify and 
mother would then bring him downstairs and would rock him in 
his pram. Father would normally pick J up and would also rock 
him in his pram downstairs whenever J was difficult to pacify.
J was on the drug Valegen initially. This was prescribed by the 
GP. Parents felt that there was no improvement in J’s sleep 
when he was administered this drug.
3e Baseline recordings: (see figures 3a, 3b, 3c, 3d, 3e).
J’s baseline recordings showed the following characteristics:
a) The pattern of night time waking was a variable one of between
1-6 wakings per night.
b) J showed a significant difficulty in settling back to sleep
and took from between 3-6 hours to settle during the baseline 
period.
c) J’s amount of daytime sleep confirmed the parents reports
that J had between 2-4 hours of daytime sleep daily.
d) J’s amount of time to the first waking showed a variable
pattern of between 1 to 7 hours during the baseline period.
No consistency was established.
c) J also showed a variable pattern in his amount of night time 
sleep. This wad recorded at between 6 to 11 hours.
Taken together J woke up frequently at night and was difficult 
to settle and pacify. This resulted in a lesser amount of night 
time sleep.
4* Analysis of progress due to the treatment programme:
4.1 Frequency of nightwaking: (see figure 3a)
From the graph it can be seen that, after an initial increase, 
there was a reduction in the frequency of nightwaking. No night-
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wakings were recorded on some, nights during the treatment period* 
Although J was still wakingvp, this was less than that recorded 
during baseline. Parents reported that during the latter part 
of* the treatment period J was able to settle by himself*. Progress 
was statistically calculated. No data point was above and 27 
points were below the extended celeration line from baseline.
The binomial test gave a probability value of lesser than 
0.0002 (on the p-O.O^ level) and showed that J was waking up 
significantly less during the treatment period.
4.2 Length of settling: (see figure 3b)
As can be seen graphically, a reduction in settling time was . 
noted during the treatment period. The pattern showed a variation 
initially but the amount recorded was less than that found during 
the baseline period. In the latter part of the treatment period,
J was reported to be able to settle by himself without needing 
the parents1 presence. Improvement was also measured statistically. 
Two points were above and 25 points were below the extended 
cfeleration line from baseline. Using the binomial test a 
probability value of less than 0.0002 was gained (on the 
P=0.05 level) and showed that J’s amount of settling time had 
significantly decreased during the treatment period.
4.3 Amount of daytime sleep; (see figure 3c)
As in the baseline period, J still slept an amount of between
2-4 hours during the day. Changes during the treatment period 
were calculated and a probability value (binomial test) of 
P=0.0925 was gained. This was not low enough to reject the null 
hypothesis and showed that no significant changes were seen in 
J’s amount of daytime sleep during the treatment period.
4.4 Time to first waking: (see figure 4d)
Graphically presented a general increase in J’s amount of time 
to the first waking could be seen during the treatment period.
Apart from some daily variations, J’s amount to the first waking 
was around 11 hours. Progress was also statistically calculated. 
The binomial test gave a probability value of less than 0.0002*
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The null hypothesis (p=0.05) was rejected and showed that J had 
significantly increased his time to the first waking during the 
treatment period.
4.5 Amount of night time sleep: (see figure 4e)
As can he seen graphically J increased the amount of his night 
time sleep during the treatment period. This was consistent 
with the reduction in his frequency of night waking as well as 
the reduction in his time of settling. Apart from some daily 
variations. J’s sleep was maintained at between 11—12 hours.
A probability value of lesser than 0.0002 was calculated using 
the binomial test. This was sufficiently low to reject the null 
hypothesis (p=0.05) and showed that J’s amount of night time 
sleep was significantly increased during the treatment period.
4.6 Correlation between daytime and night time sleep:
A Rho value of -.35 was gained on the Spearman’s Rho. This gave 
a probability value of greater than 0 .0 5 and showed that the 
improvement during the treatment period in J’s amount of night time 
sleep was not significantly correlated to his pattern of daytime 
sleep.
5. Measurements at discharge:
a) BSQ: A significant reduction from 9 to 3 was noted on this
measure. Mother reported that although J was still clinging,
he had generally improved in that he was able to play by
himself. J also concentrated much longer on his activities.
The parents were very pleased with the improvements made in 
■iJ’s general behaviour.
b) Leeds Questionnaire:
No anxiety or depression were elicited from this measure.
c) Marital Relationship Questionnaire:
This was similar to ih.O one recorded earlier. However, some 
improvements were noted in that the parents reported that
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they were having regular sexual intercourse and felt no problems 
in this area*
6. Follow—up:
The improvements made were maintained at follow-up, a month later*
7• Summary of results:
This case presented as a sleep disorder which was initially felt 
to have been caused by a change of routine when the infant was 
weaned off the breast• The disorder had continued when breast­
feeding was reintroduced. Since the physician’s report excluded 
any medical causes, it was felt that the parental management of 
the problem had an effect in its maintenance. The child was 
attended to and breast-fed whenever he woke up and cried. In 
behavioural terms, his behaviour of crying whenever he woke 
was reinforced and maintained by the parents response to him.
The effects of the behavioural programme in the present case 
supported the hypothesis that an improvement in the sleep pattern 
of the child would take place with the modification of the parental 
management to the problem. Improvement was tested on several levels
1) There was a significant decrease in the frequency of night- 
waking.
2) There was a decrease in the time J took to settle back to 
sleep. This was again significant*
3) There was also an increase in the amount of time to the first 
waking.
4* That there was an increase in J’s amount of night time sleep. 
Parents also ^ reported that on the occasions that J woke up 
he would settle back by himself* This further supported 
the point that the technique of settling could be enhanced
with the modification of the parental management to the 
problem.
The present case also supported the hypothesis that a significant 
improvement in the general behavioural characteristics of the 
child would accompany the QP.ccessful treatment of a sleep disorder. 
The reduction in the scores as well as parents’ report of the
299
child’s improvement attested to this fact. Other points were 
also noted from the present case. Firstly there was no 
significant correlation between the improvement in the amount 
of night time sleep to that of the pattern of daytime sleep. 
Secondly, an improvement in the relationship between the child 
and the parents accompanied the improvement in the child’s sleep 
pattern* The parents reported extreme irritability with «J’s 
general behaviour initially. Thirdly, it was noted that the 
parents described an improved sexual relationship. The points 
raised above can only be noted. Their direct relationship to 
the presenting problem cannot be fully validated in the present 
research.
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general Sroup Outcome:
The V/ilcoxon Signed-Rank test was administered on the data 
obtained from the eight cases# This was done to assess the 
significance of the changes due to treatment for the whole 
group# The results were as follows
1) Frequency of nightwaking:
Values of T at 28*42 and 0 were obtained and this gave two- 
sided probability of less than 0#05* A significant reduction 
in night time waking following the introduction of treatment 
would be inferred#
2) The length of settling:
Values of T obtained were 16.98 and 0. A two-sided probability 
of less than 0*05 was obtained. A reduction in the length of 
settling after the introduction of treatment could be inferred 
for the group.
3) The time to first waking:
Values of T were 0 and 36 and this gave a two-sided probability 
of Z.0.01. This showed that an increase in the time to first 
waking was noted for the group following the introduction of 
treatment. This was consistent with the reduction in the frequency 
of night time waking noted earlier.
4# Amount of night time sleep:
The T values were calculated at 0 and 36. This gave a two-sided 
probability of less than 0.01 and showed that a significant 
increase in the amount of night time sleep was noted for the 
group following the introduction of treatment.
5) Amount of daytime sleep;
The T values were calculated at 26 and 10. This gave a two-sided 
probability of more than 0.05 and showed that no significant 
change was seen for the group on this measure following the 
introduction of treatment.
Discussion:
Taken as a whole an overa!bhcimprovement in night time sleep took 
place due to treatment on four measures as noted above. It could
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CHAPTER FOUR 
Discussion?
i) Discussion of the hypotheses through the analyses of the cases
Two of the cases analysed in the present study supported the 
hypothesis that with the modification of parental management of 
the problem, an improvement in the sleep pattern of the children 
would be seen. The behavioural approach of extinction was carried 
out by the parents and improvements were measured on four levels 
during treatment. Firstly, there was an increase in the amount 
of night time sleep in both the children. Secondly, this increase 
often coincided with a reduction in the frequency of nightwaking
in the children. Thirdly, there was an increase in the amount of
time to the first waking for both children during the treatment 
period. Fourthly, both children under consideration were able to 
settle back to sleep in less time and often did not require the 
presence of the parents to do so.
A different picture was obtained in the analysis of Case 1.
Here some improvements were already observed during the baseline 
period. These improvements were maintained during the treatment 
period. However, the only statistically significant result was 
a further reduction in the frequency of nightwaking.
The improvements in the treatment period, with regard to case 1, 
were observed to be erratic. This raised the question of the 
manner in which the parents were following the instructions. It 
was hypothesised that the erratic developments were due to the 
instructions being not fully carried out. The parents were in 
fact reverting babk to their usual manner of responding to the 
child on many occasions.
It was difficult to account for the fact of the improvements 
seen during the baseline period. As the sleep problem had 
existed since birth, there had obviously been a change in the 
child’s sleep.pattern. Some points were alluded to in that 
contact with a professional caretaker as well as the changes that 
might perhaps take place in the parents’ perception of the sleep
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problem in the course of their filling.in the sleep diaries might 
have resulted in the sleep improvement noted. .On another level 
it must be recognised that the sleep problem and related issues 
were discussed and teased out with the parents during the 
baseline period. Although the behavioural programme of extinction 
was not yet carried out, it could be said that some intervention 
had already taken place in which the parental perception and 
attitude towards the problem might have altered# This might 
further have some consequences in the manner in which they were 
responding to the child generally and to the child’s sleep problem 
in particular. Indeed the baseline period cannot be seen as a 
period in which no treatment takes place. It is felt that this 
is an important point that needs to be carefully considered in 
future research.
Other aspects gathered from the three cases deserve some mention. 
This will be discussed as follows:—
a) The development of the technique of settling:
Another important feature was obtained from a consideration of the 
results. There was sufficient evidence to say that the technique 
of settling was enhanced in the three cases. Although nightwakings 
were still reported in all the cases at the end of the treatment 
period, the children were reported to be able to settle back to 
sleep on their own.
This is an important consideration in the present study. The 
development of the diurnal patterning of night time sleep and 
daytime wakefulness can often be difficult for a child 
(Nagera 1963, Parmelee 1974)» This may manifest itself in 
frequent nightwaking together with an inability to settle back 
to sleep (Anders 1979, liichman 1931). Further, a consideration 
of the physiology of children’s sleep does attest to the fact 
that with each sleep cycle a period of REIJ sleep often leads to 
a lightening of sleep in which a child may frequently wake up 
(Anders 1979)# Thus, children may wake up. several times during 
the night, but the present research showed that they could be 
encouraged through the use, of the behavioural programme to settle 
themselves down to sleep again without disturbing their parents.
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Relationship between sleep disturbance and some aspects 
of family situation:
It has been said that a child not only wakes up but disturbs the 
family as well (üichman 1981). When marked, sleep disturbance 
in the pre—school child can be a major disturbance to family 
life. Parents with sleep-disturbed children are often reported 
to be constantly tired, easily irritated and lacked confidence 
in their ability as parents (Richman 1981). Irideed, it has been 
noted that every facet of daily life can be affected and that 
a vicious circle can be set up in which the more tired the 
parents get, tfte more they worry and the less the child sleeps 
(Hirschberg, 1957 ) * This can often lead to marital strain and 
to hostility towards the child (Seiler 1972). Persistent crying 
and irritability which are common accompaniments of a child’s 
sleep disorder also occurs in 45% of severely abused children 
(Seiler 1972, Bax 1978).
In the three cases studied, all the parents reported extreme 
irritability in their general attitude and relationship to their 
sleep disordered children. All the parents reported dissatisfaction 
with the amount of time that they were able to get out. However, 
an improvement- in the parents’ relationship with their children 
accompanied the improvement in the children’s sleep pattern.
Parents reported being very pleased with their children. Often 
an ability to play by themselves was also reported by the parents. 
This was further related to the child’s improvement in the other 
general behavioural characteristics as noted on the BSQ.
c) Relationship between sleep disturbance and other behavioural 
characteristics:
The above point leads on to the other hypothesis of the present 
research, that an overall change in the general1 behaviour of 
the child would accompany the improvement in the child’s sleep 
pattern. Behavioural problems that often accompany a sleep 
disorder have been discussed by Bidder (1981).
In the present study, the three children had initial high scores 
on the BSvi, often being a point below the cut-off point for severity
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of general behavioural problems• The scores highlighted aspects 
of low concentration, high activity and attention—seeking 
behaviour• These problems,showed a marked improvement at discharge. 
Parents reported that although some of the initially reported 
behaviour was still present to some degree, they were nonetheless 
manageable»
&) Correlation between the amount of daytime and night time sleep:
The present stttdy found that treatment did not have any significant 
effects on the amount of daytime sleep of the child. Further, no 
significant correlations were established between the amount of 
daytime and night time sleep in any of the three cases* However, 
research has established the fact that a more sustained daytime 
wakefulness which is usually ihterrupted by two brief naps, 
develops in children by the age of eight months (Parmelee 1974) •
It is interesting to note that in the present study there were 
some considerable variations in the pattern Of daytime sleep in 
the children. Taken together with the fact that these children 
showed some initial night time settling difficulties, it could 
be said that in these children, the pattern of night time sleep 
and daytime wakefulness were not fully developed. As can be 
seen graphically in case 2 and to some extent in case 3, some 
regularity in the pattern of daytime sleep had developed in the 
course of the treatment period. It is difficult to ascertain 
with certainty why this was happening. Future research should 
perhaps attempt to establish the significance of this by looking 
at the regularity of the times of daytime sleep in relation to 
the regularity ±i\ the times of night time sleep. The present 
research merely looked at the correlation between the number of 
hours of sleep. The relationship between daytime and night time 
sleep still deserves to be fully explored.
e) Findings from the group:
As a group, improvements in the pattern of sleep wér£ 
calculated. Significant changes were noted in that the group 
slept longer, woke less, settled easily and took a longer time 
to the first waking. As j)û the individual cases no significant 
correlation was found between the amount of daytime and night time 
sleep.
ii) Some comments on the design and the use of the instruments;
a) Instruments
The significance of using four measures of sleep improvements 
gained from the sleep diary was justified in part by the baseline 
recordings of the cases. It was witnessed that an improvement 
on one measure, such as a reduction in the frequency of nightwaking 
did not necessarily mean that an overall improvement had taken place 
when the other measures, such as the length of settling and the 
amount of night time sleep showed some deterioration. Equally, 
an increase in the amount of night time sleep did not necessarily 
mean that the child was not waking up frequently or that he/she 
had no difficulty in settling. The case studies pointed to the 
relative importance of each measure in the monitoring of the 
sleep pattern of the child.
It was felt during the course of the research that the sleep 
diary was too long and extended for the- daily use of the parents.
The design of a more precise and less extended sleep diary will 
have to be an important consideration for future research.
However, the use of the sleep diary was seen as an important 
tool in the charting of changes in the sleep pattern of the children. 
It also validated the point made by Douglad and Richman (1982) 
that a sleep diary could not only provide invaluable data for 
research purposes, but that it was also felt to be a reliable 
estimate of the parents* descriptions of the sleep pattern of 
their children. Obviously, this judgement was made on clinical 
•grounds and further evidence still has to be made. Improvements 
and deterioration of sleep were both reliably recorded and 
discussed with th^ parents at the weekly consultations.
The Leeds and the Marital questionnaires were both unable to 
provide evidence of depression, anxiety and aspects of potential 
marital conflicts in the prrents. This was despite the fact that 
some information such as extreme parental irritability, aspects 
of problems in sexual intercourse as well as the absence of the 
fathers either on business or being away on shiftwork were elicited 
from the semi-structured xrfterviews with the parents. Perhaps
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future research should consider the use of other instruments 
that could not only amplify these problems "but could also 
ascertain in some manner their relationship to the sleep disorder 
of the children. There is some evidence in the literature that 
there is some association "between parental depression, marital 
tension and work pressure with that of sleep and other behavioural 
problems in children (Richman 1982, Jenkins et al 1980).
b) Designs
Due to some of the variabilities recorded in the cases such as 
general improvements as in case 1 and the increases in the 
frequency of nightwakings which was felt to be an effect of an 
illness as in case 2, it would obviously be advantageous to 
lengthen the baseline period in order to examine more thoroughly 
the consistency of the presenting problem under study. This, too, 
was obviously one of the limitations of the present study.
However, it must be noted that lengthening the baseline period 
was often a difficult process as the parents were wanting to 
proceed with the treatment programme. It was felt that to delay 
too long would be unethical in the cases presented.
The applicability of statistical techniques is perhaps worth 
mentioning here. The use of statistical evaluation in the 
analysis of less consistent data has been argued quite coherently 
by Baer (1977). In the present study, the use of binomial statistics 
as provided by the split—middle technique provided, a 
useful index for the measurement of differences across the phases.
This was particularly true in Case 1 where it was difficult to 
analyse the significance between the improvement that was taking 
place during baseline and the erratic development during the 
treatment period. The use of inferential statistical analysis 
in this manner has been described by has din (1982).
The variability of the pattern recorded during the baseline and 
treatment periods for the three cases in part justifies the use 
of a single case design which might have been missed out due to 
the averaging of data with group based designs. However, the 
simple AB design used in the present research had some limitations
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in that the treatment programme could not be withdrawn and a 
return to baseline initiated in order to ascertain and confirm 
the direct relationship between treatment and improvement in 
the sleep pattern of the children under study* It is also, 
however, true that it is often difficult and unethical to use 
a reversal design in this type of research due to the nature of 
the presenting problem. It would be difficult to obtain parental 
permission to return to baseline conditions once improvement had 
taken place.
However, an interesting feature could be seen in Case 1. Here 
it was reported that the parents were reverting back to their 
normal manner of responding to the child. Although it would be 
unethical for the therapist to employ a reversal technique in 
practice, parents often revert to their baseline management 
practices. If this could be monitored carefully enough it could 
provide a "naturally occurring1’ reversal design. This is perhaps 
an important point for future consideration.
The use of a multiple—baseline design would be equally unsatisfactory 
in the present study. The multiple baseline design is useful 
in the assessment of treatment on a variety of different behaviours. 
The experimental variable is applied to each one of the behaviours 
in turn to produce a change in one but little or none in the others. 
However, the problem of sleep is often associated with other 
general behavioural problems. This point was in some sense noted 
in the present study. It has also been established by other 
researchers (Bidder 1932, Jenkins 1930). Thus, it would be 
difficult to expect changes in behaviour other than sleep as 
would be demandedfrom a multiple-baseline design.
iii) Future research:
The factors that will need to be taken into account are many.
Some ideas for future research were alluded to earlier. The need 
for more sensitive instruments that could gauge the relationship 
between the sleep problem and the family circumstances was mentioned. 
The requirement for a more -elaborate design was also pointed out.
It was felt that future designs must not only be able to test out
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in a more precise manner the relationship between treatment and
its direct effects on the presenting problem, but must else be
able to further explore and understand more fully the changes
(improvements and deteriorations) that are taking place across
the phases. More single case studies are thus advocated at 
present.
However, apart from the need to pursue in more detail the use 
of extinction in the management of sleep—disturbed pre-school 
children, other areas for future research could also include 
the following*—
1) It was interesting to note that drugs such as Valegen were 
used by the parents in their management of the sleep problem. 
The use of this drug was reported not to provide an 
improvement in the sleep pattern of the children studied.
Future research may need to assess further the efficacy of 
the use of drugs in sleep-disordered children. Perhaps a 
comparison of the efficacy of drugs to that of a behavioural 
approach should also be investigated.
2) The present research also noted that as in case one, other 
forms of behavioural management could be initiated when the 
proposed programme of extinction was not fully carried out 
by the parents. Comparison of the different behavioural 
approaches suca as that between extinction and graded exposure, 
for example, might be fruitful.
As a preliminary investigation, however, the present study has 
provided some justiiication that the behavioural approach in the 
treatment of sleep-disordered pre-school children is an area 
worth pursuing further.
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APPENDIX A -
OUTLINE SCHEME FOR
Child*6 Name
Address  ....
Name of Interviewer ...........
Family Members and .Ages?
Name Age
Mother
Father
Siblings
SLEEP INFORMATION
Date of Birth...............
Telephone No .............
Date Interviewed .
Occupation and shift work
Other
Type of dwelling:
IIouse.......  "  Flat or Maisonette ....... Rooms.....Other
Number of rooms available for sleeping  ..........
Sleeping arrangements for the family:
Previous medical history: l) Child (including birth history and
birth weight):
2) Mother
Any known stresses in family
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Child's sleeps
Child sleeps in bed/cot.
Child sleeps in own room.
Or shares room with .................
Or shares bed with ....................
Bedtime and settlingi
What time does child start getting ready for bed? 
Is there a bedtime ritual? No/yes 
What is it? a * * * * * . # * * * . * * * # , * » . , * . .
Has child got anysspecial things or ways to help settling?
Wha,t about a special toy
blanket
bottle
dummy
thumb
other
Usually goes to sleep in own bed:
in parents' bed alone
on sofa f with parents sitting near
other with parenté in same bed
other
Usually goes to bed at ••••• 
Usually goes to sleep at
p.m
p.m
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Problems at bedtime in the last week?
Describes
Kow long has the problem at bedtime been going on?  .... ..........
Can you think of anything that started it?  ...... ....... .
Wakings
How many nights a week does child wake on average?  ........
How many times a night does (s)he wake on average? ..............
How do you know (s)he is awake? What does (s)he do?
calls out .....................
comes into parents’ ro o m   .
comes into parents’ bed ........
other  .....................
What do you do? cuddle/pick up.
give drink (average no. of bottles
a night - juice/milk/water)
breast feed
lie with child
child in parents’ bed
* a parent changes beds with child
parent into child’s bed
other
Who usually goes to child? Mother
Father
larents alternate 
Other
Who does child prefer?
How long does (s)he take to settle again?
How often does mother or father sleep with child in a week?
Number of times a week 
Mother Father
Lie with child in night
Child into parents* bed
Parent into child’s bed with child
Parent^ changes bed with child
How long has this problem been going on?
Have you any ideas about what started it?
Sedatives:
Have you used any sedatives in the past?
Are you using any sedatives at the moment?
Name of medicine Age used Length of time used Effectiveness
Does he/she have a daytime nap? 
What time usually?
How long does it usually last? 
Where does he/she fall to sleep? 
What does he/she do to settle?
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Family Life:
Do you ever leave him/her with a baby sitter?
How does he/she sleep then?
Does the sleep problem stop you going out?
How often do you manage to get out in a month?
How often in the last four weeks?
Are you satisfied with how much you get out?
Has the sleep problem affected family life, married life, 
in any (other) way?
Do you and your husband agree about what to do about the sleep?
(To Parents): Do you find the problem gets you down?
Do you get miserable or depressed at times, or 
very irritable?
Any trouble with neighbours complaining?
Does the child show any other problems?
Is there anything else you are worried about 
his/her behaviour?
Does the child go to playgroup or nursery?
Any opportunity to play out, in garden or park?
Have you sought other advice in the past? 
e.g., family members, close friends?
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APPENDIX B
SLEiiîF DIARY
Names
D a te :
Times and lengths of naps during the day:
Time settled t£ bed in the evening:
How did child settle to bed? What did child do and what did 
you do?
Where did child fall asleep, eg. in parents* arms, own room, etc
..S'!
1
■jh
1
Time settled in bed:
Times and lengths of wakings in the evening:
1)
2 )
3)
4)
What did child do on waking
1 )
2 )
3)
4)
.ihat did you do:
1)
2 )
3)
What happened:
1)
2)
3)
4)
Times and lengths of wakings at night:
1)
2)
3)
4) .................
5) "" -
6)
What did child do on waking:
1)
2)
3)
4)
5)
6)
2 ) 
6)
What did you do when child wakes up :
1)
2 )
3) *
4)
5)
6 )
V<ho attended to child: l)
4) 5)
If child enters parents' room, who did child approach:
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What happened:
1)
2 )
3)
4)
5) -
6 )
Time you went to bed:
Time you woke up this morning;
Time child woke up»
Mood on waking or what did child do on waking
*
APPENDIX C - 
BEHAVIOUR SCREENING QUESTIONNAIRE (B3C:)
How about eating? Is X going through the faddy stage? How 
has his/her eating been in the past 4 weeks? Does X eat 
everything or is he/she fussy? How often do you feel X 
isn’t eating enough, or isn’t getting the right food? What
do you do about the eating   do you have to make special
meals? Is this a problem?
No eating problems (include here 
the occasional missed meal or fad) 0
Some eating difficulties (has a
few fads, or has a poor appetite a) Poor appetite
for one meal a day or less) 1
Harked difficulties (appetite
poor for at least the meals: b) Faddy eater
diet mainly milk &/or baby foods
or sweets and biscuits, or eats
only a few articles of food or
refuses practically all meat and/
or vegetables 2
How often has X had an accident — soiled - in the past 4 weeks? 
None 0
Twice a week or less 1 Soiling
Three times a week or more 2
A lot of children don’t like going to bed .... what about X?
How long does it take to settle him/her? VJhat about going
to sleep? Does X sleep right through the night? (v.'hat 
happens ••••• how long does it last? .... how often is this?)
No problem or problems less than 
once a week 0
Problem occurs 1-2 a week only 1 a) Going to bed/
going to sleep
Problem occurs 3 times a week or 
more and either takes more than 
1 hour to get to sleep, or wakes 
at night for more than a few 
minutes, or goes into parents’ 
room or bed
b) Waking at night
How often do you take X into your bed, or sleep in X’s bed 
because X is upset?
Never sleep with child 0
Occasionally : all night once a 
week or less, or for a couple of 
hours only, more often 1
Frequently: all or most of the 
night twice a week or more 2
How active is X? Is he/she the sort of child who doesn’t 
like sitting still even for meals? How many minutes will
he/she sit at meal times usually? what about for a story
......TV?
Not markedly active 0
Very active 1 '
Hyperactive: sits still for meals 
or on other occasions usually less 
than 5 minutes 2
Underactive: spends most of the 
time stationary and unoccupied 
(apart from^habits) 3
What does he/she like playing indoors? What's the longest 
time X will usually stick at one thing indoors if interested?
Concentrates usually for 15 minutes or more 0
Concentrates usually for 5—14 minutes or 
very variable ^
Concentrates usually B*ver more than a few 
minutes ^
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6e How has X got on with brothers/sisters in the past 4 weeks?
Bo they squabble much? How much is playing together 
affected? Is he/she jealous at all? What about with other 
children? Are there any around for X to play with? How 
do they get on?
Trivial Or no difficulties 0
Some difficulties, play disrupted a) sihs
or prevented most times but only 
for short periods
Marked difficulties: play 
disrupted or prevented most of 
the time
No sibs/no opportunity to play 
with others
7a. Does X keep asking for attention, ask to have things done 
which could do for self, e.g. feeding.. .dressing.. .Will 
X play on his/her own or...does she/he want you to play 
with her/him all the time? Is this a problem? How is 
she/he with others?
Rarely demands undue attention 0
Sometimes demands undue attention 1 Attention seeking
Continually asking for attention 2
7b. Is X independent or does (s)he cling a lot? Can X be left 
with people (s)he knows...who do you leave him/her with?
At home does (s)he follow you around all day...even into 
the bathroom? -ill X allow people (s)he knows to do things 
for him/hert..even if you are around?
Reasonably independent for age 0
Some dependency; upset if left, 
takes some time to get over it 1
Dependency
Marked dependency; cannot be left 
at all, continually demands to be 
with mother 2
b) Peers
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8* Most children are difficult to manage at times*••how do you 
find X? Can you take X shopping, «visiting without trouble? 
Is (s)he ever destructive? Do you ever feel X is out of 
control or difficult to discipline? How long has this been 
going on? Is (s)he easier with other people?
Easy to manage and discipline 0
Sometimes difficult or out of 
control or hard to discipline 
for short periods 1
Long or very frequent. periods, 
nearly every day, when difficult 
to manage or discipline 2
9* Does X have temper tantrums? What happens? Is it a real 
tantrum with shouting..•screaming...banging...kicking? How 
often in the past 4 weeks? How long do they last? When 
did they start? What about with other people?
No tantrums 0
Brief tantrums lasting a few 
minutes one or two a day 1
Frequent tantrums three a day or
more or tantrums lasting more
than 15 minutes 2
10. Does (s)he have moods of being miserable or irritable? Is 
(s)he usually happy? How has X been in the past 4 Geeks? 
How often does this happen? When did it start? How long 
do the moods* last?
Usually happy except for brief periods 0
Sometimes miserable/irritable/discontented 
for periods less than 1 hour on most days 
and/or for longer periods once or twice 
a week 1
Frequently miserable/ip^itable on most days 
and/or for long periods 3 times a week or 
more 2
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11, Is X a worrier,. .gets anxious about something that might 
happen,,.about plans or changes? What about if X loses 
something? Does (s)he brood over things,,.like accidents 
...falls...illnesses...monsters? Does (s)he ever keep 
repeating questions about something...like being left... 
being loved...death?
(A worry is apprehension about something that may happen; 
a fear is apprehension about something thought to be 
present or actually present all the time)
Never or rarely worries 0
Some worries for brief periods 1
Many different worries, or worries 
over certain things for long 
periods 2
12. Most children have some fears. What is X afraid of? What
about...
Dogs
Cats
Other animals/insects 
Thunder/loud noises 
The dark 
Strangers 
Going out
Car bus train tube 
Lifts escalators 
Water, the bath 
Haircut 
Doctors *
Stories
Somewhat afraid; 
uncertain about 
approaching, requires 
reassurance
Not afraid
Marked fear, rum:, 
away or avoids, clings 
to adult, cries has 
to be comforted 2
Scale B for overall 
rating of fears
Scale A for individual 
fears
0
1
TV programmes
Hoover
Other
Is somewhat afraid of 
1 or 2 things or has 
ho fears 0
Anything else? What does X do?
Has 1 or 2 marked 
fears or 3-5 fears 
altogether 1
Has 3 or more marked
fears or 6 or more fears altogetherie 2
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APPENDIX D
LEEDS SCALES ANSWER SHEET 
NAME    ...........  ....DATE
Please indicate how you are feeling now, or how you have been
feeling in the last day or two, by UNDERLINING the correct
response to each of the following itemsi-
1. I wake early and then sleep badly for the rest of the night.
a) Yes definitely b) Yes sometimes c) No not much
d) No not at all
2. I get very frightened or panic feelings for apparently no
reason at all
a) Yes definitely b) Yes sometimes c) No not much
d) No not at all
3. I feel miserable and sad.
a) Yes definitely b) Yes sometimes c) No not much
d) No hot at all
4. I feel anxious when I go out of the house on my own.
a) Yes definitely b) Yes sometimes c) No not much
d) No not at all
5. I have lost interest in things.
a) Yes definitely b) Yes sometimes c) Ho not much
d) No not at all
6. I get palpitations, or a sensation of "butterflies" in rry
stomach or chest.
a) Yes definitely b) Yes sometimes c) No not much
d) No not at all
7. I still enjoy the things I used to.
a) Yes definitely b) Yes sometimes c) No not much
d) No not at all
8. I feel scared or frightened.
a) Yes definitely b) Yes sometimes c) No not much
d) No not at all
9» I feel life is not worth living.
a) Yes definitely bj Yes sometimes c) No not much
d) No not at all
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10# I feel tense o V  ’'wound up" •
a) Yes definitely b) Yes sometimes c) No not much
d) No not at all
He I find it easy to do the things I used to#
a) Yes definitely b) Yes sometimes c) No not much
d) No not at all
12. I get dizzy attacks or feel unsteady#
a) Yes definitely b) Yes sometimes c) No not much
d) No not at all
13# I have a good appetite#
a) Yes definitely b) Yes sometimes c) No not much
d) No not at all
14• I am restless and can,t keep still
a) Yes definitely b) Yes sometimes c) No not much
d) No not at all
15* I arc more irritable than usual#
a) Yes definitely b) Yes sometimes c) No not much
d) No not at all
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APPENDIX E
SOCIAL ADJUSTMENT SELF REPORT QUESTIONNAIRE
Have you been able to talk about your feelings and problems 
with your partner during the last 2 weeks?
1 I could always talk freely about ray feelings.
2 I usually could talk about my feelings.
3 About half the time I felt able to talk about my 
feelings.
4* I usually was not able to talk about my feelings.
5 I was never able to talk about my feelings.
Have you been demanding to have your own way at home during 
the last 2 weeks?
1 I have not insisted on always having my own way.
2 1 usually have not insisted on having my own way.
3 About half the time I insisted on having my own way.
4 I usually insisted on having my own way.
5 I always insisted on having my own way.
Have you been bossed around by your partner these last 
2 weeks?
1 Almost never.
2 Once in a while.
3 About half the time.
4 Most of the time.
5 Always.
How much have you felt dependent on your partner these last 
2 weeks?
1 I was independent,
2 I was usually independent.
3 I was somewhat dependent.
4 I was usually dependent.
5 I depended on my partner for everything.
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How have you felt about your partner during the last 2 weeks?
1 I always felt affection.
2 I usually felt affection.
3 About half the time I felt dislike and half the time 
affection.
4 I usually felt dislike.
5 I always felt dislike.
How many times have you and your partner had intercourse?
1 More than twice a week.
2 Once or twice a week.
3 Once every two weeks.
4 Less than once every two weeks but at least once in 
the last month.
5 Not at all in a month or longer.
Have you had any problems during intercourse, such as pain 
these last two weeks?
1 None.
2 Once or twice.
3 About half the time.
4 Most of the time.
5 Always.
6 Not applicable; no intercourse in the last two weeks.
How have you felt about intercourse during the last 2 weeks?
1 I always enjoyed it.
2 I usually enjoyed it.
3 About half the time I did and half the time I did not
enjoy p/fc.
4 I usually did not enjoy it.
5 I never enjoyed it.
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HAW DATA FOR CASE 1 2 -
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Frequency 
of
Night waking
Amount of 
Daytime 
Sleep
(Hours)
Length 
of
Settling 
(Hours)
Time to 
First 
Waking
(Hours )
Amount of 
Night time
Sleep
)
12.25
i 3.75
11.75
11.25 11.25
1.25 11.5
11.75
1.75
1.75
1.75
1.75
3.75 11.5
1.75
11.5
4.5
10.75 
5
2.75
8.5
10.5
3.25
11.75
1.75 
2
3.75
3.5
2.75
11.25
12.5
10.75 
10.35 
11 
11
10.5
10.5
11.75
11.5 
11
11.75
10.75 
11 
11.25
3.75
3.75 
2
11.5
11.25
12.75
339 ,
»
Days
Frequency
of
Night waking
Amount of
Daytime
Sleep
(Hours)
Length
of
Settling 
(Hours)
Time to 
First 
Waking
(Hours)
Amount of 
, Night time #
Sleep 
(Hours)
35 0 2 10.5 10.5
36 1 1.75 7 11.25
37 0 0 11.25 11.25
38 0 1-5 , 10 10
39 2 0 3.70 10.75
40 • 1 1.5 ■ ; 7 11
41 0 0 11 11
42 1 2 5.75 11
43 0 0 11 11
44 0 0 11 11
45 . 1 .5 2.5 11.5
46 2 0 2 11.5
47 0 0 10.75 10.75
48 1 0 2 11
49 0 2 10.75 10.75
50 1 0 1.5 * 12
51 0 0 11 11
52 1 1.5 2.5 10.75
53 0 0 11 11
54 0 0 11.25 11.25
55 1 2 3.5 11
56 3 , 2.5 11 11
57 1 +1.5 3.25 10.5
58 1 2 6 11.5
59 0 1 10.75 11
60 2, 0 • 1.25 10.5
61 0 1.3 10.25 10.25
62 0 1.5 11.5 11.5
63 0 2.5 11.5 11
•
•
RAW I)ATA FOR CASE 7 ; -
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Frequency 
Days of
Night waking
Amount of
Daytime
Sleep
(Hours.)
Length
of
Settling 
(Hours)
Time to 
First 
Waking
Amount of 
Night time
Sleep
(Hours)
2 . 2 5 1.75
1.75
12.25
4 . 2 5
9 .75
2 .75
2 . 75 2 .25 2 . 7 5
8 .25
2 .7 5 1.75 2 .2 5
9 .25
1.75 6 . 2 5
4.75
12.75
1.75 3 . 75 3 . 2 5
2 . 7 5
1.75 3 . 2 5 11.5
1 .7 5
3 . 7 5 8 .75
11.5
1 .7 5 12 .25
3 . 2 5
341
Days
Frequency
of
Night waking
Amount of
Daytime
Sleep
(Hours)
Length
of
Settling 
(Hours)
Time to 
First 
Waking
(Hours.)
Amount of 
, Night time ^
Sleep 
(Hours )
35 1 1.5 0 5.75 11.75
36 0 : 1.75 0 12 12
37 • 2 1.5 0 1 12.25.
38 1 1.75 0 5 - 12. ...
39 0 1.75 0 11.75 11.75
40 4 1.5 0 .25 12
41 0 1.5 0 11.25 11.25
42 4 1.25 0 1.75 11.75
43 6 .5 0 .75 11.5
44 0 1.5 0 12.25 12.25
45 1 1.5 0 11.5 11.5
46 1 3.25 0 8 12
47 1 1.5 1 3.75 11.5
48 0 1.25 0 11.75 • 11.75
49 0 1 0 11.25 11.25
50 1 2 0 6.75 11.25
51 1 1 0 4.25 11.75
52 . 0 .25 0 9.75 9.75
53 0 2.5 0 11.5 11.5
54 0 2.5 0 12.25 12.25
55 1 1.5 0 1.75 12.5
56 2 - 1.5 .25 1.25 12.75
r
!
• .
•
•'
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Days
Frequency
of
Night vaking
Amount of
Daytime
Sleep
(Hours)
Length
of
Settling 
( Hours.)
Time to 
First 
Waking
(Hours)
Amount of 
,Night time ^
Sleep
(Hours)
35 1 0 .75 1.5 6
36 I 1.5 .75 5.75 10.5
37 . 2 4.75 1.08 2.25 8.6
38 1 1 1 7.5 10.75
39 0 2.75 .75 • 12.25 12.25
40 1 3.5 . 1.5 10 13
41 1 3 .5 7.5 10.5
42 1 0 • 83 8 11
43 1 2.5 .91 .5 10.83
44 1 4 0 .25 9.91
45 0 4 0 11 11
46 0 2.75 0 11.25 11.16
47 0 2.75 0 11 .11
48 3 2 3 .5 8
• 49 ' 0 3.5 0 11 11
50 0 4.08 0 11.5 11.5
51 —  2.5--- --0— ---------- 10 — 10 ------u
52 0 3.25 0 10.75 10.75
53 0 3.25 . 0 12.25 12.25
54 0 2.75 0 10.75 10.75
55 1 2.75 0 8.75 10.58
56 2 3 0 8.25 10.41
57 1 1.5 .25 10.75 11.8
58 0 • 1,75 0 11.5 U . 5
59 0 2 0 11.5 11.5
60 1 3.5 .1 8.75 7
61 o ’ . 1.75 0 12 12
62 0 3.5 0 12.45 12.75
63 0 2.25 0 13.45 13.75
•
RAW DATA FOR CASE 3:-
Days
Frequency
bf
Night vaking
Amount of
Daytime
Sleep
(Hours)
Length
of
Settling 
(Hours)
Time to 
First 
Waking
(Hours)
Amount of 
, Night time ^
Sleep
(Hours)
1 3 4.5 1.58 5.5 9.5
2 5 4.1 3.06 2.25 8.68
3 4 3.5 5.5 . 2 v 5.41
4 3 3 • S 5.5 10 .
5 3 2.5 1.41 5 9.08
6 2 ; 2 6 3.75 11.91
7 3 1.75 2.16 1 8.83
8 3 2.25 1.33 1.75 7.91
9 3 3.75 1.58 2.75 9.51
10 3 3 2.16 1.75 10.08
11 4 3.5 1.58 .25 9.25
12 3 4.75 1.33 6.25 9.33
13 2 2.75 1 5.75 9.25
14 3 2.5 1.25 6.25 10.08
15 3 3.75 1.5 3.75 10.33
16 2 3.5 • 1 6 10
17 3 2.75 1.83 3.75 9.91
18 5 3.5 2.3 3 . 9.83
19 3 4 1.66 4 9
20 4 2.3 . 2 4 10
21 3 1.75 3.08 1 9.6
22 2 - 3.25 1.33 3.25 8.6
23 2 *3.75 1.75 1.5 10
24 2 2.5 2 5.5 9.25
25 2 2.5 1 1 11.25
26 4 2.5 2.08 .5 8.16
27 3 4 3.5 3.25 7.25
28 ; 3 4 1.75 2.5 6.75
29 2 2.75 2.5 2.25 • 8.25
30 6 4 3.75 .25 6.25
31 1 2.5 .5 7.5 10.5
32 2 2 2,75 1.25 7.75
33 2 3.5 2 1.75 7.75 :
*3/1 9 2 Q c; 1 c
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Days
Frequency
of
Night vaking
Amount of
Daytime
Sleep
(Hours)
Length
of
Settling 
( Hours.)
Time to 
First 
Waking
(Hours)
Amount of 
Night time^
Sleep
(Hours)
35 1 0 .75 1.5 6
36 1 1.5 .75 5.75 10.5
37 2 4.75 1.08 2.25 8.6
38 1 1 1 7.5 10.75
39 0 2.75 .75 • 12.25 12.25
40 1 3.5 . 1.5 10 13
41 1 3 .5 7.5 10.5
42 1 0 .83 8 11
43 1 2.5 .91 .5 10.83
44 1 4 0 .25 9.91
45 0 4 0 11 11
46 0 2.75 0 11.25 11.16
47 0 2.75 0 11 ,11
48 3 2 3 .5 8
• 49 • 0 3.5 0 11 11
50 0 4.08 0 11.5 11.5
51 0 2.5 0 10 10
52 0 3.25 0 10.75 10.75
53 0 3.25 0 12.25 12.25
54 0 2.75 0 10.75 10.75
55 1 2.75 0 8.75 10.58
56 2 3 0 8.25 10.41
57 1 1.5 .25 10.75 11.8
58 0 • 1.75 0 11.5 11.5
59 0 2 0 11.5 11.5
60 1 3.5 .1 8.75 7
61 o' .1.75 0 12 12
62 0 3.5 0 12.45 12.75
63 0 2.25 0 13.45 13.75
-
i
